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Foreword

Over the past fifty years, the Armed Forces Epidemiological Board and its
Commissions have provided outstanding support to the Armed Forces of the
United States. The Board was called upon time after time during periods of peace
and conflict to address critical medical issues of military importance These issues
have varied from concerns regarding infectious diseases that confront our men ar.d
women in uniform to occupational and environmental threats associated with
training and combat. The Board has also addressed questions on the military
health-care-delivery system, the monitoring and surveil!ance of hea.th conditions,
and the prevention of chronic diseases.

The Armed Foices Epidemiological Board has always responded to the needs
of the services with immediate, thorough, and sound recommendations. The
guidance that this group of medical experts provided has resulted in unquestioned
improvment of the health programs for the military community; morbidity and
mortality have been reduced and our readiness mission has been attained. Due to
their foresight, new research initiatives leading to further prevention of disease and
injury have begun.

I take this opportunity, on the fiftieth anniversary of the Armed Forces Epi-
demiological Board, to express my heartfelt appreciation to the current and past
members for their unselfish and dedicated efforts. I know that theSurgeonsGeneral
of our sister services share this gratitude. The Board has served and continues to
serve the militarv well.

Lieutenant General Frank F. Ledford, Jr.
The Surgeon General

U.S. Army
February 1990
Washington, D.C.
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Preface

The quality and productivity of any endeavor depends most of all upon the
dedication and wisdom of those given the responsibility to carry out that mission.
Those who conceived of a medical advisory board to assist the Department of the
Army were leaders with vision; they understood the current military-medical
problems, and they perceived the health matters that would plague the military in
the future. Not only were men like Simmons, Bayne-Jones, Blake, and MacLeod able
medical scientists in their own right, but they also had uncanny insight and common
sense.

The Armed Forces Epidemiological Board (AFEB) was founded on rock. A
system of commissons, comprising some of the most capable medical scientists
available, was assembled with the scientists being assured that they would perform
relevant research that would aid the military. (This research was not intended to
compete with other military medical research programs.) The founders conceived
that all research activities would culminate in the maintenance of a healthy military
force. World War II proved to be mankind's greatest conflict and resulted in
staggering numbers of deaths and human suffering beyond belief. The new Board
and its scientist-members were able to make recommendations that profoundly
affected the health of the troops. The impact of someof thediscoveries that the Board
recommended and that the military implemented is beyond measure.

The AFEB system that was conceived in 1940 worked. I have assembled the
relevant data and documented the events-by reproducing the records, accounts of
events, minutes of meetings, agendae, and correspondence-that helped to shape
militarv health standards and preventive medicine practices during World War II
and thereafter. The material is organized both chronologically and by topic. There
is considerable overlap in the chronology simply because the Board has considered
the major medical problems of our time repeatedly.

It is refreshing to recount that those many leaders in American mecicine, busy
as they were, found time to contribute their capable services to this remarkable
system. Their unstinting urge to participate is attributable to their proud sense of
obligation and the privilege of serving our country. Personal gain was not an
objective. The opportunities to meet with, work with, and argue with the leaders in
infectious diseases and other fields during the Beard's meetings, work sessions, and
small discussions were really mini- postgraduate learning sessions. Almost every-
one took away a new idea that answered a dead end question or that illuminateda
detour around a difficult obstacle. Information was willingly shared among civilian
and military scientists.

The spring meetings of the AFEB and its working Commissions usually lasted
three days. Those who attended these meetings up to 1973 were privileged to hear
the most current data pertaining to the pathogenesis, therapy, and control of the
important infectious diseases that were prevalent both abroad and in the United
States. Truly, these three-day sessions were dress rehearsals for the later spring
meetings of the American Society for Clinical Investigation and the Association of
American Physicians, usually held in Atlantic City in early May. The participating
contributors were usually the same.
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Some of the available former Board members and Commission Directors or
members who have contributed to the AFEB's fifty-year enterprise are preparing
historical accounts of the individual Commissions. The Commission's research, its
field activities, and its recommendations will be described in detail. The photo-
graphs of many of the former Commission members, together with brief biographi-
cal sketches and descriptions of their contributions, will also appear in these
Commission histories. The AFEB-Commission relationship was unique in its kind
and productivity; it was at the Commission level, up to 1972, that the effective
activities -,f the AFEB occurred, as the founders had intended.

After 973, when the Commission system was abolished, the Board assumed a
new role and functioned under a new Charter. (The Charters of the AFEB may be
found in Appendix 4.) Indeed, during a short period in the mid-1970s, the Board
experienced a sinking spell that might well have led to its demise. Happily, the
Board survived. Respect and pride were maintained and a good working relation-
ship was re-established among the three military services, the Department of
Defense, and the AFEB. Necessity also played a part. In addition to the new
problems that arose, (such as the need to reevaluate the physical and !afetv
standards of the military and the emergence of new environmental concerns) the
old-time infectious diseases (such as malaria, dengue, en.eric diseases, Rift Valley
fever, yen, real diseases, and tuberculosis) never disappeared. Drug and alcohol
abuse, obesity, high blood pressure, excessive smoking, and heart attacks were
always present. Acquired immune deficiency syndrome provided a whole mnw
constellation of problems. The Board was asked to direct its attention to these issues
and many more, to the interest and gratification of both its members and those
military personnel with whom the Board was privileged to collaborate.

I am grateful to all those who played a role in the .-Btrd and its Commissions"
activities during these fifty years. I sincerely thank those special persons who
willingly and unselfishly took on the immense job of preparing a Commission
history. Gus Dammin was President of the Board from 1960 to 1973; in spite of his
pressing daily activities at Harvard, he is preparing a separate history for the years
of his tenure. Gus is the only person who can provide an accurate portrayal of thc.
activities of the Board and its Commissions during that important and productive
period. (This account that I have prepared only briefly describes some of these
events.) I am grateful to Gus for his helpful suggestions to me as I prepared this
volume, but am particularly beholden to him, and a host of others, for their
remarkable devotion to the public good.

The Executive Secretaries of the AFEB have my profound admiration. Tradi-
tionally, they haie been medical officers in the Army, Navy, or Air Force, appointed
by the Secretary of the Army for a four-year rotation, subject to the approval of the
Secretar, of Defense, and based on nominations received from the three services.
The Executive Secretary was responsible to the Secretary of the Army as the
management agent on administrative matters, and to the Board on professional
matters. The Board occupied a small office in the Pentagon, usually near that of the
Surgeon General of the Army. This proximity allowed daily discussions between the
two offices. The responsibility for the organization of the Board's office fell to the
Executive Secretary; he was placed in full charge of the Board's activities, and
responded to requests for help from the respective service officers. Not only did the
Executive Secretarv serve the President of the Board; in the days of the original
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Board, he was also expected to fulfill many of the obligations that fell to the Directors
of the Commissions or their contractees. With such a diverse research program, it
was obviously necessary that the Executive Secretary have a background in medical
science, and the character traits of diplomacy, efficiency, administrative ability, and
dedication to military service problems were also desired attributes.

Just on their heels are secretaries Betty Gilbert, Jane Eldridge, Jenny McGinnis,
and Jean Ward, without whom much less would have been accomplished. Colonel
Robert Nikolewski, BSC, Colonel Robert A. Wells, Ph.D., MSC, and Jean Ward
retrieved much valuable information from the files, which Jean willingly tran-
scribed. I will not forget the long hours, the telephone calls beyond counting, and
the many drafts of the reports of the Commission on Epidemiological Survey (which
I chaired up to 1973). The endless typing and retyping of this history was done by
Carol Young, my secretary for more than three decades. The AFEB and its
Commissions, Subcommittees, and ad hoc Committees would have been short-
lived without these secretaries.

Mr. S. Paul Klein and Mr. George Sangaleer, of the Division of M iical
Audiovisual Services of the Walter Reed Army Institute of Research, p,.,vided
valuable help. Without their assistance, it would have been impossible to reproduce
many of the photographs that are included in this volume.

Grateful appreciation is expressed to Lieutenant General Frank F. Ledford, Jr.,
The Surgeon General of the U.S. Army, for his support in making this book possible.
Special thanks are extended to Colonel Russ Zajtchuk, MC, and the editors of TMM
Publications in the Center of Excellence in Military Medical Research and Educa-
tion, Walter Reed Army Medical Center.

The purpose of this memoir is to provide our military and civilian readers with
a factual account of the relevant military research that culminated in a series of
objective and carefully formulated recommendations. These actions and events will
help document the rich heritage of our medical services and help elucidate how
civilian consultants, through their contributions to the AFEB and its Commissions,
interacted with the military. I hope that these accounts will stimulate others to carry
on and extend the remarkable achievements of the military health programs. Many
important events may have been overlooked. Others may question the validity of
some of the entries. Errors of omission or commission are attributable to a
semiretired teacher and practitioner of medicine with a limited memory span.

Theodore E. Woodward, M.D.

January 1990
Baltimore, Maryland
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PART I

The Genesis of the
Board for the Investigation and Control of Influenza

and Other Epidemic Diseases in the Military

ThL N~ e cau'e of pre'.e-,tive medicine %%~a, cr'.ted Ia'. thle Loniept and torniation of thec Armed
FlL.. rvidemliologiial Moard. There %%~ere man'. L.ontributtors. but tour mien %%~crcdirtti'. resiponsible
for tile Boarli."ts. The war in Furopae (1Q3.S-194tb rai>eti the 'p etter of epidemic diseams . such as
influenia. t'. phus feo.- 1:iaria. and v-ello'. fc'. eanient diKca es that h-ad ra'.aged miankind. militar'
and ci.ihian alk.Brigadier Ge!.-7 f~ ames S. Simmonis. %IC. .S Arjii ml Chiet of Pre'.enti'e Medicine
in tlw(H&icf HwSurg enridinv':2 X--nI -i1i hi e~t' .UI'11.tohp 'a~ ns,
MC, U S A- v were: ;'.e11 aware of thu rnedikal handkdps, that pre. iol' niiitar . ouncenr had taced. in
particular. their inabilit' to conrol int-titis di-eascs. (enera: Simos tont~ci. ed the idea of a board
of civilian medical ad'.isors to tile in-iftar%.. Colonel Ba.n-o. re.there %%&a-an urgzent need to
pre,, nt intLectiousdz.eames in thearm'. -TheiLrarcf-i planningand Lhaccot Lit' ilan iaders werctrucial
to the-1-cce- of thle fld.-ig Board-

IS irancis G. Blake. Chariran of t!4 epartmevnt of Medk miea=t ', aleLi'.ers,-t'. Schol t \.Ie-iiine,
contrib'uled ni,, ouns el. he and Genu:.t Simntrs " c Ht: founding tather kit thle Bo0ard. I).- Cohn NI.
laci-eod- tilun Professor and Chairrmn of thc Department of \lirobvioiog'. at thle \c%%' \ ork L niver!sit.

Scologg.c~e lomd ntbesi~:tions duri~ the earl'. da. I- - Alen thle Armned Forkes wvere
rapidil emranded in l 94eandi recruits throughout t Uniteo Lttates '.ere as-cnmbled into !a;- e milhar.

niL" tiht memo 1r o f t h illo of decaths frn l ifhuen ,ja and pnru-"'nia during 1% orid Wa's zauntvd
thet ounder- Tile%- kne-w that it wa - imot-rati'. e for this ont.- ni--t kompvtent, t I:nsv it to

ofdisei-c The'. kne.~ that epidenmic'ha'.einfhien~eJ mnilitar' hiiln a "'r-fo.undl. as m~i~ltrvenkoun-
ter, have.

To acnievc a cooperati' e and fc~tiv.eapparatu'.. heir -ntia plan i 1940) 'ta' to cestab~ish at .i lian
boardi to-n'.-t, tan oto in fue-ilaamid Wter epdvriik dsca.se-w th~,earmi. The recormiendatuon
toe'.tablihi 'ucha board %as nnadu- in lak. Decem'ber l'4i)and on 1 JAnuar. 1,41 the lDepartlent of I\ar

appro'. cd tile e'-tabi-!;ncnt ,,, a B13oard for the In' e'ti'aton and (iontriof Influen/a and Other [-pi-

de~mic Diease' in the Arm' Colonel Bay. ne-ons ima apintoi the fir' adiistrato 1later kno.% n
a- thle executive setretanr' L and he serv.ed a, (;eral Snimmon'-' excuti' s- offiker. organizing~ and ad-
inimi-tering the Board after it nception.

0;l 2-1 )cm r 4 heSren(eelOw h Arm'. j a'd onam oan uiatdtn da. '-ear-
Iwro rec :nended to t S'retar' of War that W. establ-.sh a k". n Ktard tonmake a'. ailable the apuro-

datioii--a- appro'. ed It, and t he a u -hi rming letter. tollit1--

Vi



The Armed Forces Epidennological Board

JAMES STEVENS SIMMONS, M.D.

Following his graduation from the University of Pennsylvania School of Medicine in 1915, J Stevens
Simmons took postgraduate training in bacterology, attended the Army Medical School for a year, and was
commissioned as a first lieutenant in the U.S Army in 1916 lie pursued his interests in laboratory medicine
as a clinical pathologist in various Army posts, including Texas, Hawaii, the Philippines, and Panama Not
only did he keep abreast of microbiology and preentivc medicine, he also earned a Ph.D. from Geoige
Washington University in 1934, and a doctorate from the Harvard School of Public Health in 1939 1 lis
research extended throughout the field of tropical diseases.

With the advent ot World War I1, he was selected to serve in the Surgeon General's Office as Chief of the
P're, entive Medicine Service. At this time, he and his Deputy, Stanhope Bayne-Jones, discerned the need for
a board comprised of civilian academic medical scientists who could advise the Armv on controlling
infectious diseases among military personnel. The subsequent establishment of the Army Epidemiological
Board and its Commissions was a landmark in the history of epidemiology in Amer:ca.

During the war, and for a short time thereafte,, General Simmons participateJ actively in the activities
of the Board and made significant contributions He was then invited to becomL Dean of the I larard Si.hool
of Public Health, a position he held for eight years.

16
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STANHOPE~ 13\6 ~ -O! M.D.

B J. was recognized as a wise man with unflinching inte& ztv During Wo. WaX~sr-,~ s!-',Puty
Directot of P'reventive Medicine under General Simmons, and as Directoe ' :he U , 'i yr ,Fever

Commission. In addition to th~ese responsibilI Ities, hie, along with General Si-::u.:r t:-, board
consisting of lay scientists could serve the Army. This Board was the forcrunw, ), !h A, i{ sci' ed
as the Board's first adnmistrator and also as its President, and participated ad,-velv and! et n:i~ I II its
,activities

This simple example illustrates his character- One night during World War 11, B j wv t.afler widnight,
to Washington National Airport to receive special hyperimmutne pertussis seruim for thie intant Soni ot one of
his junior officers. Most would have sent an aide; b J. went himself

B3 J. lived a productive life I le was the first professor of bacteriology at the Uni% ersity of Rochester
School of Medicine o'nd Dentistry. Hie then served as professor of bacteriology at Yale University School of
Medicine and Dean of the Medical School ie wvas a writer, an epidemiologist, an administrator, and a
General in the Army Hec insisted that a p.-ofessional must accept responsibility and] complete his assign-
inent,; B J was a go)dfather of the AFlEB, a coordinator of research who understood thle need to maintain a
sequentiafl record of events

17
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The Armed Forces Evidennological Boari

FRANCIS GILMAN BLAKE, M.D.

When hi rebuilt the Yale Uiversity School of MIvedicine, Dean Milton Witernitz was fortunate to attract
Dr. Francis 111 ikei a Harvard Medical School graduate to New Haven. Schooled in internal medicine, Dr
Blake ultimnately chaired the Department of Medicine at Yale for three decades, and he simultaneously served
the School of Medicine as its Dean Francis Mlake was the compleat physician, an academician in the fullest
sense, he was a teacher who taught by precept, a clinician accomplished i diagnosis, and a leader in curative
and pre% entivet me~dicine Additionally, he was an accomplished clinical investigator and researcher in
infectious diseases, particularly influenza, pneumonia, viral diseases. and the scrub typhus fevers

It is no surprise that the original AEB succeeded, it was, blessed with the membership of accomplished
clinicians and medical scientists suth as Ste,. ens Simmons, Stanhope Bayne-Jones, and Colin MacLeod, and
the presidential leadership of F~rancis Blake.

Section /' Part I



SUBJECT- Establishment of a Board for the Investigation of Influenza and Other Epidemic Diseases in the Army

TO: The Adjutant General

1 The present expansion of the Army has been accompanied by an increase in influenza and other acute res-
piratory diseases among troops In certain localities these distases have reached epidemic proportions, but
fortunately they are still relatively mild and their mortality is low. However, if we may judge from the experience
of previous mobilization, this comparatively favorable condition probably will not continue. As larger numbers of
selectees are brought together, the rapid passage of infection from one individual to another will probably cause an
increase in prevalence, virulence, and fatal complications. In fact, the possibility cani.ot be ignored that the Army
may again be confronted by another pandemic of influenza of the virulent type which caused such a large proportion
of the total deaths among our troops during the last war.

2 During that period, one of the important agencies utilized in the campaign against infectious disease consisted
of special boards composed of the most competent specialists available in the country, either military or civilian,
whose function it was to study such conditions among troops and to advise the Surgeon General as to methods of
prevention and treatment An outstanding example was the "Pneumonia Board" appointed in 1918 (Special Order
118 W D 20 May 1918) This Board, which met at irregular intervals in Washington at the call of the Surgeon General,
not only rendered advisory service of inestimable value, but organized and directed the studies of groups of expert
epidemiologists, bacteriologists, chemists, and pathologists, who were sent to certain camps and hospitals to
investigate and combat this disease.

3 Since the World War, oui knowledge of the acute respiratory diseases has been increased enormously. We
now know that certain of the interpandemic types of influenza are caused by filterable viruses and as these viruses
can now be isolated it seems probable that eventually it may be possible to develop specific methods for their pre-
vention In view of the progress made recently in the study of these diseases, which are of such vital importance to
the health and welfare of American troops, it is considered of urgent importance that the Army make immediate ar-
rangements to utilize every scientific ':cility available in this country in a concerted effort to control these diseases
and to reduce their mortality to a minimum.

4 With this objective in view, authority is requested for the Surgeon General to appoint and maintain a board
for the investigation of the etiology, epidemiology, prevention, and treatment of influenza and other acute epidemic
diseases in the Army, this board [isI to consist of such prominent physicians and other scientists as may be required
from time to time, regardless of whether or not they are in the military establishment or other Federal Services or
civilians not in the employ of the Federal Government. Because of the rapidity with which the respiratory diseases
strike and the explosive nature of certain of the epidemics, it is essential that the organization of the board be made
flexible and that its activities not be hampered by unnecessary administrative delays.

5. It is therefore recommended that this board be formed essentially as follows:

A. Organization and Personnel.
That the board consist of (1) a central body of such scientists and technicians as may be required, which will meet

at the call of the Surgeon General, (2) an additional group of such expert scientists and technicists as may be required
as consultants, who will meet with the central body when called on individually by the President of the Board, and
(3) investigative teams, the number to be determined by the disease situation, each consisting of three or more
scientists and technicists, who may be sent for temporary duty at military stations when deemed advisable by the
Surgeon General fo the study and control of epidemics. It is important that the total personnel for the board not be
limited at this time, but that it be subject to change from time to time as the Surgeon General may deem necessary
to meet any emergency disease ,ituation which may arise in the Army.

B. Status of Civilian Perso.nel.
That the civilian members of the board who are not Federal employees be paid transportation expenses and

$20 00 per day while on temporary active duty at meetings or on investigative assignments with military organiza-
tions.

C. Procedure.
That the central body of the board hold meetings from time to time, at time and places designated by the Surgeon

General, in order to study the available current information concerning epidemic disease in the Army, and to for-
mulate and recommend to the Surgeon General plans for its further study and control.

19
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The Armied Forces Epideniological Board

D. Control.
That when the Surgeon General selects a team to in% estigate an epidemic at a military station, the personnel of

the team will be ordered to report to .. e proper local authority for temporary duty and will remain under that
authority until the work is completed. The in, estigators will conduct their studies according to instructions from
this office with as little interference as possible with the routine care of the sick. The% will have the pri% ilege of direct
communication with the Surgeon General through technical channels on technical matters, and all other communi-
cations will be routed through regular military channels. A final report of the results of each investigation will be
submitted to the Surgeon General through the main body of the board.

b. The establishment of this board will make available to the Army the scientific resources of the country to assist
in the program for the control of influenza and the other epidemic diseases which will undoubtedly arise in our ex-
panding Army. Incidentally, its existence will undoubtedly be a matter of great satisfaction to the citizer.s of the coun-
try, who remembering the tragic experience of the Army with influenza in 1918, are so vitally concerned over the
possibility of a repetition of that experience. Therefore, from the N iewpoints both of de eloping an effective agency
for the study and control of this disease and the national morale, authority for the immediate formation of this board
is urgently requested.

James C. Magee
Major General, U.S. Army
The Surgeon General

AG710
(12-17-40) M-A
Ist lnd
IG:ALA
War Department, AGO
January 11, 1941

TO: The Surgeon General

The plan outlined in the basic letter for the establishment of a board for the investigation of influenza and other
epidemic diseases in the Army is approved, except that civilian members of the board who are not Federal em-
ployees will be paid not to exceed 520. per diem for any person so employed and necessary traveling expenses.

A. P. Sullivan
Adjutant General
1 End.
Cy of Ind to the Budget Officer for the War Department

U 1.til 1942, the newly established Board for the Investigation and Control of Influenza and Other Epi-
demic Diseases in the Army was attached to the Preventive Medicinc Division of the Office of the Surgeon
General in the Department of the Army. In this division, the affairs of the Board were administered
through the civilian Board on Epidemics section of the epidemiology branch. (In 1942, and until the Army
Epidemiology Board was organized in 1944, the deputy chief of the Preventive Medicine Division ad-
ministered the Board.)

The original seven members of the Board for the Investigation and Control of Influenza and Other
Epidemic Diseates in the Army were: Dr. Francis G. Blake, President, and Dis. Oswald T. Avery, Al-
phonse R. Dochez, Ernest W. Goodpasture, Kenneth F. Maxcy, 0. H. Perry Pepper, and Andrew J.
Warren, all of whom were distinguished civilian physicians and medical scientists. The first meeting of
the Board was in Washington, D.C. on 6 February 1941. In addition to the seven members of the Board,
there were also 104 Commiss n members, a total of 111 civilian specialists in infectious diseases attached,

20
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through the Board, to the Office of the Surgeon General. al! of , hom held appointments as consultants
to the Secretary of War.

THE ORGANIZATION OF THE ORIGINAL COMMISSIONS IN 1941

The original plan contemplated using Commissions to study special medical problems, with Board
and Commission members serving as as consultants to the military. (This was not unique, a similar
group, the Pneumonia Board, had functioned effectively during World War I.) These civilian investiga-
tors would engage in field investigations of problems relating to epidemiology and preventive medicine.
This Board and its Commissions differed from other advisory groups in that these civilians would
participate actively in solving medical problems related to the military. They were to perform their
research in civilian laboratories under contract; in the field, their work would be performed in collabo-
ration with established military channels.

The initial recommendation for the establishment of the Commissions and their mission guidelines,
which were prepared by Colonel Bayne-Jones and were approved by the Board and submitted by Dr.
Blake to the Surgeon General in June, 1941, follow:

It is recommended by The Board for the Investigation and Control of Influenza and Other Epidemic Diseases
in the Army to the Surgeon General, U.S. Army:

I (a) That the Commission on Epidemiological Survey, Dr. Stanhope Bayne-Jones, Director, be authorized to
undertake the following investigations for use in the prevention and control of epidemics, particularly of bacterial
diseases transmitted via the respiratory tract but also of other communicable diseases under appropriate conditions.

I Conduct periodic surveys throughout the year to determine the prevalence of hemolytic streptococci, in-
fluenza bacilli, meningococci or other pathogens, when indicated, in the upper respiratory tract of selected groups
of soldiers in designated camps in the ist Corps Area, 4th Corps area, 9th Corps Area and Department of Puerto Rico,
as set forth in detail in recommendations of the Commission under dates of February 21, 1941 (Appendix A) and
March 19,1941 (Appendix B). [,oE. All the appendices and attachments referred to in this report have been omitted.
T i W]

2. Conduct similar periodic surveys in the Department of Puerto Rico with special reference to the preva-
lence of Brucella and enteric organisms

3 Condut an investigation of cocc;dioidal infection in personnel at Bakersfield and Taft Basic Aviation
Training Center, California, 9th Corps Area, under the direction of Dr. Edwin W. Schultz and Dr. Charles E. Smith,
as set forth in recommendation of the Commission under date of May 31, 1941 (Appendix B).

(b) That the budget for the Commission on Epidemiological Survey be in the total amount of $57,375.00 as stated
in Exhibit "A", prepared by the Fiscal Officer, S.G.O., and attached to the Minutes of the Third Meeting of the Board,
June 19-21, 1941.

II (a) That the Commission on Hemolytic Streptococcal Infections, Dr. Martin H. Dawson, Director, be called
upon, when threatened or actual epidemics of hemolytic streptococcal infections occur in the Army, to undertake
field investigations of these epidemics, with particular study of the types of hemolytic streptococcus concerned, the
incidence of cross-infections, the efficacy of chemotherapy in the treatment of scarlet fever and such other studies as
may be necessary to provide a basis for recommendation concerning methods of prevention and control.

(b) That the Commission be authorized to undertake interim investigations of the epidemiology of hemolytic
streptococcal infections by (1) arranging for the manufacture and purchase of diagnostic typing sera, (2) establish-
ment of one or more central grouping and ty ping laboratories and (3) assisting in collaboration with other Commis-
sions and with the Army Medical School in the grouping and typing of streptococcus strains.

(c) That the budget for the Commission on Hemolytic Streptococcal Infections be in the total amount of $78,600.
as stated in Exhibit "A", prepared by the Fiscal Officer, S.G.O., and attached to the Minutes of the Third Meeting of
the Board, June 19-21, 1941. (For further details, refer to the recommendations of the commission dated 27 May 1941
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The original members of the Board for the Investigation and Control of Influenza and
Other Epidemic Diseases
12-13 May 1942

Front row, left to right. Dr. Andrew J. Warren, Dr. Ernest W. Goodpasture, Dr. Francis G. Blake, President
of the Board; Dr. Oswald F. Avery; Dr. Kenneth F. Maxcy; and Dr. A. R. Dochez.

Second row, left to right. IDr. 0. H. P'erry Pepper, Colonel JamesS Simmons, and Lt. Colonel Stanhope Bayne-
Jones, Administrator

22

Sect'ionz /, Part I



A

OSWALD THEODORE AVERY, M.D.

Dr. Oswald Avery, or Fess, as he was known by his associates at the Rockefeller Institute of Medical
Research, was a major contributing member of the original AEB and its Commissions on Pneumonia and
Immunization. Perhaps he might be regarded as the dean of the orgizlal Board. His guidanceand experience
were of inestimable value.

Dr. Avery's comprehensive investigations of the pneumococci, their classification, and their immuno-
logic relationships led to a wider basic understanding of heredity and environmental factors, as well as to a
more advanced knowledge of the process of infection.
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ERNEST WILLIAM GOODPASTURE, M.D.

Not only was Dr. Ernest Goodpasture the Distinguished Professor of Pathology and departmental
chairman at Vanderbilt Umversity School of Medicine, but he also served as Dean of that School of Medicine.
Dr. Goodpasture's research included pioneer studies of the growth of % iruses, bacteria, and rickettsia in the
chick embryo, and the development of techniques for stimulation of such growth. These studies led to
improved understanding of the host-parasite relationship and opened up a new chapter in the history of the
conquest of disease through the development of better biological vaccines and deeper knowledge of
pathogenesis. As a charter member of the original Board, Dr. Goodpasture gave wise advice and unstinting
support to all Board and Commission activities
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KENNETH F. MAXCY, M.D.

Without question, Kenneth Maxcy ranks among the top epidemiologists of the mid-twentieth century.
I ls pioneering field and laboratory in'estigations helped clarify the roles of infectious agents and the
epidemiological, environmental, and ecological aspects of many infectious diseases. 1., 1926, he proposed
that "endemic" . typhus had a murme reservoir, probably mice or rats, and that an insect vector, the flea,
transmitted the rickettsal agent to man This remarkably accurate prediction was demonstrated in 1930, and
it clarifiLd the nature of murine typhus. T-his was not armchair epidemiology, but a combination of field work,
clinical obserxation, and laboratory investigation. Dr Maxcy was a persuasive, objective teacher, who
dern ed his epidemological conclusions from facual obser ations, and ,, as a most effective scientific , %riter
His door was always open to the young investigators who matured under his tutelage.

Dr Maxc% wasa wise choise asa pioneering member of the original Army Epidemiology Board. During
World War II, he and Dr. Francis Blake visited Ne,' Guinea and its adiacent northern islands during the heat
of the Pacific conflict. They carefully inspected the terrain where scrub t% phus fever %% as infecting militar%
personnel, and the% made key recommendations regarding disease control based on their clinical and
epidemiological observations.

Dr Maxcv's later years were spent at The Johns I lopkins Schoo! of 'ublic Itlealth and I lygiene as
Professor of Epidemiology. Ile was a wise and considerate man.
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(Appendix B) and the minutes of the third meeting of the board, 19-21 June 1941).

I11. (a) That the Commission on Influenza, Dr. Thomas Francis, Jr., Director, be organized into three teams, (1)
an Eastern team with laboratory facilities offered by the Rockefeller Foundation, New York City, toserve the 1 st, 2nd,
3rd, and 4th Corps Areas, (2) a Mid-western team with laboratory headquarters at the University of Michigan, Ann
Arbor, Michigan, to serve the 5th, 6th, 7th, and 8th Corps Areas, and (3) a far Western team with headauarters in the
Research Laborato of the California State Department of Health, Berkeley, California, to serve the 9th Corps Area.

(b) That the Commission be called upon when threatened or actual epidemics of influenza arise in the Army,
to undertake field investigations i- ith the purpose of studying (1) different etiological and clinical types of influenza,
(2) the chemotherapeutic prophylaxis of bacterial complication3 of influenza, (3) the epidemiological characteristics
of the outbreaks, (4) the significance of % aril us factors in immunity to influenza, aid (5) such other aspects of influ-
enza as may be necessary to provide a basis for recommendation concerning methods of pre% ention and control.

(c) That the Commission be authorized to undertake interim investigations as follows. (1) experimental trial of
influenza ,% accine should % accine of promise be a% ailable and suitable opportunity arise, (2) studies of the efficiency
of respiratory masks, samples to be submitted to theSurgeon General forappro% al, 3) iaborator) studies of materials
and samples collected in the field bearing on the etiology, epidemiology and immunology of influenza and its com-
plications.

(d) That the directive on influenza proposL-d by the Commission tinder date2 of April 15, 1941 (see Appendix B)
be approved.

(e) That the budget for the Commission on Influenza be in the total amount of $63,700. as stated in Exhibit "A",
prepared by the Fiscal Officer, S G 0., and attached to the Minutes of the Third Meeting of the Board, June 19-21,
1941).

IV. (a) That the Commission on Measles, Dr. Joseph Stokes, Jr., Director, be called upon to undertake the fol-
lowing investigations in th. field when epidemics of measles or mumps suitable for the proposed investigations
occur in the Army: (1) the experimental trial of chemotherapeutic drugs (sulfonamides) for the prevention and
treatment of bacterial complications of measles in selected camp hospitals, (2) study of the clinical, bacteriological
and pathological aspects of the cases of measles included in tht chemoprophyiactic and therapeutic investigation
specified under (1), (3) the treatment of cases of measles and measkls encephalitis with large amounts (150-200 cc)
of convalescent measles serum intravenously, should suitable opportunity foi a controlled experiment arise, (4) trial
of convalescent mumps serum for the prevention or amelioration of orchitis.

(b) That the Commission on Measles be requested to draft and submit to the Surgeon General a directive regard-
ing the umc of passive immunization .mgainst measles and that for immediate needs placental extracts of known po-
tency and known lack of toxicity be obtained by the United States Army f.,m. zen mercial firm- for passive immu-
nization against measles, until present legal restrictions on the collection of blood from soldiers are : -d or ar-
rangements can be made for obtaining and processing convalescent measles serum from volunteers.

(c) That the budget (or the Commission on Measles be in the total amount of $18,900. as stated in Exhibit "A",
prepared by the Fiscal Oiiicer, S.G.O., and attached to the Mmutes of theThird Meetingof the Board,June 19-21,1941.
(For further details reference is made to the recommendation., of the Commission on Measles under date of March
16, 1941 (Appendix B) and the Minutes of the Third Meeting of the Board, June 19-21, 194'.

V (a) That the Commission on Meningococcal Meningitis, Dr. Perrin H. Long, Director, I.NoT,: John J. Phair,
M.D., succeeded Perrin H. Long, the initial director, who resigned to join the Army Medical Corps. T E;% I be called
upon when threatened or actual epidemics of meningococcal meningitis occur in the Army, (1) to act as consultants
with respect to methods of control and (2) toconduct in selected cases investigations in the field concerning the preva-
lence of types of meningococci, epidemiological aspects of epidemic outbreaks, effects of chemotherapeutic aguLts
(preferably sulfadiazine) upon the incidence and duration of the carrier state, and such other studies as may be nec-
essary to provide a basis for recommendation concerning methods of control.

(b) That the Commission be authorized to establish a central laboratory, at the Johns Hopkins University School
of Hygiene and Public Health, Baltimore, Marvland, to act as i center for (1) studying the classification of menin-
gococci, (2) receiving and typing strains of meningococci isolated from carriers and cases of meningitis, (3)
standardizing ty ping sera and (4) maintainip. and analy zing epidemiological, c'incal and therapeutic records on
meningococcal meningitis in the Army supplied to the Commission through the Preventive Medicine Division,
S.G.O.
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(c That the budget for the Commission on Meningococcal Meningitis be in the total amount of $21,800. as stated
in Exhibit "A", prepared by the Fiscal OffiL.er, S.G.O., and attached to the Minutes of the Third Meeting of the Board,
June 19-21,1941. (For further details refer to the recommendation o. the Commission on MeningoLoccal Meningitis
dated 26 April 1941 (Appendix B) and the minutes of the third meeting of the board, 19-21 June 1941.)

VI (a) That the (-oximission on Neurotropic Virus Diseases, Dr. John R. Paul, Director, be %.alled upon for con-
sultant clinical and laboratory diagnostic ,tid advisorv ser% ice when cases of neurotropic virus diseases as defined
in the report of the Commission under date of March 17, 194i (:ee Appendix B) occur in the Army.

b) That the Commission be called upon when threatened or actual epidemics of neurotropit % irun disac& oc-
cur in the Arm) to conduct epidemiological, clinical and pathological in% estigations in the field with a view to im-
proviog measures of control and for the accumulation of information about these diseases as they may appear in the
Army camps.

(ic That designated members of theCommission be called upon and authorized to perform autopsies in the field
in fatal cases of neurotropic virus diseases in so far as possible.

(d) That the Commission be authorized to make interim studies of sporadic cases of encephalitis by means of
complement fixation and neutralization tests on samples of blood serum collected from the patient at time of diag-
nosis and three and eight weeks later, paralleling similar tests being done at the Army Medical School.

(e) That the Commission be authorized to conduct combined field and interim laboratory studies to test for the
presence of neurotropic viruses in materials from patients, contacts, sewage, etc.

(W That the budget for theCommission on Neurotropi. Virus Diseases be in the total amount of S12,975. as stated
in exhibit "A", prepared by the Fiscal Officor, S.G.O., and attached to the Minutes of the Third Meeting of the Board,
June 19-21,1941. (For further details refer to the recommendations of the Commission on Neurotropic Virus Diseases
dated 17 March 1941, and revised 15 July 1941, Appendix B.)

VII. (a) That the Commission on Pneumonia, Dr. Colin M. MarLeod, Director, be called upon when epidemics
of primary or secondary bacterial pneumonia occur in the Army, to conduct investigations in the field to determine
the nature of th2 infecting agent or agents, the epidemiology of the disease and its clinical and pathological
characteristics and to make such other studiesas may be necessary to providea basis for recommendation concerning
methods of control, these field investigations to be made independently or in collaboration with the Commission,
on Influenza, ,Measles, or Hemolytic Streptococcal Infections as determined by the particular situation.

(b) That the Commission be called upon in the case of non-bacterial pneumonia to make field studies of the dis-
ease and be authorized to conduct further interim studies of materials collected in the field in collaboration with des-
ignated ci% ilian laboratories, such as the laboratories of the International Health Division of the Rockefeller Foun-
dation in the case )f "virus pneumonia" or the laboratories of the U.S. Public Health Service in the case of rickettsial
infections.

(c That the Commission be authorized to undertake the following interim investigations in civilian laboratories
wich the purposeof determining whether improved methods for the control of pneumonia and itcomphications may
be discovered. k j imniu-,u*,oi -dasific.,tivi of He-mophlid. influenae, (2) preparation and trial in civilian volun-
teers of antigens for active immunization, particularly against pneumococcus Types 1, II and V, and Ihemophilus
influenzae, (3) local use of sulfonamides, gramicidin, and penicillin in the treatment of empyema.

(d) That the budget for the Commission on Pneumonia be in the total amount of S33,850. as stated in Exhibit "A",
prepared by the Fiscal Officer,S.G.O, and attached to the Minutes of theThird Meeting of the BoardJune 19-21,1941.
(For further details refer to the recommendations of the Commission on Pneumonia dated 6 June 1941 (Appendix
B) and the minutes of the third meeting of the board, 19-21 June 1941.)

Viii. (a) That a Commission on Cross Infections in lospitals be established and authorized to study methods
for reducing the hazards of cross infection in hospital wards %%ith special emphasis on aerosols and ultra-violet
radiation but also on other procedures.

(b) That the personnel of this Commission be comprised of Consultants selected from the already estab-
lished Commissions and Dr. William F. Wells, Associate Professor of Research in Air-borne infection, University of
Pennsylvania School of Medicine, Philadelphia, Pennsylvania.

(c) That the budget of the proposed Commission on Cross Infections in Hospitals be ;n the total amount
of S41,150. as stated in Exhibit "A", prepared by the Fiscal Officer, S.G.0 and attached to the Minutes of the Third
Meeting of the Board, June 19-21, 1941.
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THOMAS FRANCIS, JR., M.D.

T homas Francis gradloated from Yale University Sc-hool of Medicine where he was a prot~gi of IDr.
Francis; Blake. %% hot introduced him to the field of infectious diseases. particular.s influenza and pneumonia.
This, relationship led to IDr. Franciss being 'passed on" to serve order Rufus 1. ( ole, chief of the hospital of
the Rockefeller Institute in Net% York. At the Rockefeller, Francis worked with Thomas M. Rivers, William
T Tillett, Oqwakit 1Avery, H-omner r Smithi. Colin MacI~eod. Joe Smadel. and Frak f forsfall. I us interest-s

weredircte tothefied of'~ rolg~ nd.speificll> toiiitinzaI le is cre-dited %%ith ha% ing been the first
scientist to isolate the influen/a virus in this, country, in 1935 1-11 contribution% to the field of influeir;a
research included hi% clarification of the antigenk sh.fts that chrcei hs~~ilstdvirus. Ie directed
the Department of Epidemiology in the School of Public Health at the Uni'tersith of Michigan, where he
gained national prominence when ht- designed ti.-e trials for, and anaih zed the resu~lt f. the Salk polionive-
litis vaccine. Jonas Salk was one of his proti~gi.

In 194 1, Thomas; Francis wastnos-en to be the first Director of the Commission on Influenzal of the ALBI.
Thu- contributions of this Commission to the pre% ention and con:rol of influen/a with biological %accinC' iS
a remarkable achie~ement in American medicine. iie %%a% proud that iu associate. Dr. Fred Davenport,
succeeded him as D~irector of the Commission on. Influen/.i Fromi 19'V5 to 196A. D~r Francis Ias P'resident of
.he AXFEB.
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JOSEPH STOKES, JR., M.D.

Joe Stokc-.wa' the ideal pediatrician. Trained in NAM&d. p.'diatries and experimental meduine related
to children. Joe m~ade lasting contribution., to the field -if infectious discases. The Henryr Phipps In-titute ii
the Lnvnerit% of Pennsylvania wa, his professional home. Becaiuse of hi5 epfioma background a.;
de- oton to his work. oe Stokes %%ass seected to direct the first Commisien oin Measssand Mumips vi the
AEB lieI performed mii of the p~onctring work involved in .accuic development, ind showed the
importanc~e of immune senrm in the pro~ ention of measics. inumpseand pertussl iesa' .are mme
tit the Commission on Cross Infections in I lopitals, Ik fe asa clinical pediiatnc-tan %% ho %:sed the laboratuon
to fill the gaps in knowvledge that he ob-erved in intectious di'.eases.

Jie Stokes's contribmiion.s to the lloard and its, Commissions were vital to their success. lrranci.s Blake.
Stanhope Havoc-Jones. and Aims McGuinntsall leane-d hca'.il% (in him for helpand ad% iRe. A %sontution
orI inestimable s!.gnificantv to the Hoard, not prev.-oisi divulged. occurred sesin after the eg-ining of
h-otilitte. of World War II and the debut oif the AEi_ 11:' inter.'dxon vith Smcan of War flenr% Stumson
is recounted in Appendix
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PERRIN HAMILTON LONG, M.D.

After he graduated from the University of Michigan Medical School at Ann Arbor in 1924, Perrin Long
performed research in Germany and at the Rockefeller Institute for Medical Research on the benefits of
antisera against pneumococci and other bacteria He joined the faculty of The Johns Hopkins University
School of Medicine in 1929 and was Professor of Preventive Medicine there from 1940 to 1951. Dr. Long is
credited with having introduced sulfonamides, which were the first effective antibacterial agents, to the
United States.

He was appointed as the first Director of the Army Epidemiological Board's Commission on Menin-
gococcal Infections This service was short-lived, because he joined the Army Medical C.orps as a Colonel in
1942, and served as a medical consultant to the Chief Surgeon of the Mediterranean Theater Perrin Long left
Hopkins in 1951 to become Chairman of the Department of Medicine at the State Universty of New York,
Downstate Medical Center, where he remained until his retirement in 1961.
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JOHN R. PAUL, M.D.

John R Paul, Distinguished Professor of Epidemiology and Preventive Medicine at Yale University
School of Medicine, was an important contributor to the AFEB and its Commissions He faithfully attended
all meet:. gs, his presence alone lending stature to the proceedings. Fie directed the activities of several
Commissions of the Board those on Viral and Rickettsial Diseases (before the formation of the Commission
on Rickettsial Diseases), Neurotropic Virus Diseases, and Virus Diseases He vigorously pursued the
scientific programs that he directed, and the data derived from that research were of inestimable value to the
military Like other Board and Commission Members, he made numerous field trips, he went to Cairo and
the Middle East in 1943, and to Japan and Korea in 1953, to study dengue, sandfly fever, and hemorrhagic
fever After World War II, Dr. Paul made valuable contributions to the knowledge of poliomyelitis
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COLIN M. MAcLEOD, M.D.

The list of Cohn MacLeod's contributions to the activities of the AFEB and various of its Commissions
is lengthy and impressive. At the Rockefeller Institute for Medical Research, he, his mentor Oswald T. Avery,
and Maclvn M7arty worked with diplococcus pneianonae, they were the first to demonstrate the genetic
transformation of inheritable traits in the pneumococci. Dr. MacLeod and his associates demonstrated that
a %accine prepared from inactivated pneumococci conveyed immunity against infection with homologous
types. Following his experience at Rockefeller, Dr. MacLeod organized and developed the Department of
Microbiololyat New York University, which became the training ground for some of the leaders in American
medicine. "ater, he became Professor of Research Medicine at the University of Pennsylvania School of
Medicine Soon thereafter he served in the Office of Science and Technology under President Lyndon B.
Johnson.

It is doubtful that the AFEB would have been so successful without the help of Colin MacLeod He
chaired the original Commission on Pneumonia, was a contributing member of ,ariois of the Commissions,
including those on Immunization, Epidemiological Survey, and sparked the work of many others, and he
served as President of the Board from 1947 to 1955, when the AEB was reorganized as the AFEB. Colin
MacLeod was the right person in the right job at the right time The Board and its Commissions flourished
tinder his leadership andthey profited from his knowledge of microbiology, virology, and immunoiogy He
was a pioneer who never ceased to contribute.
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IX That laboratory apparatus and supplies needed by Commissions of the Board for field investigations be as-
sembled in each Corps Area Laboratory and be made promptly available to a Commission when the Commission
is ordered to active duty for field studies.

X That, if possible, all funds for the work of the Commissions, except pay for Consultants, pL. diem and travel,

be made available in the form of grants-m-aid.

Respectfully submitted for the Board,

Francis G. Blake, M.D., President
Board for the Investigation and Control of Influenza
and Other Epidemic Diseases in the Army

INTERIM REPORT OF THE ACTIVITIES OF THE COMMISSIONS

In May 1942, the Board recommended that a Commission on Acute Respiratory Diseases be estab-
lished. Private funds totaling $70,000 were contributed by the Commonwealth Fund and the A. H. Kel-
logg, John and Mary Markle, and Rockefeller foundations. The unit was established under the direction
of Dr. John H. Dingle. Other Commissions that were established by the Board, and their original Direc-
tors, were: Cross Infections in Hospitals, Oswald H. Robertson, M.D; Epidemiological Survey, Francis
G. Blake, M.D; and Tropical Diseases, Wilbur A. Sawyer, M.D.

An interim report of the activities of the Commissions from May 1942 to January 1943 was prepared
by Colonel Bayne-Jones and Dr. Blake. Their report, which follows, provides valuable information on the
field studies and personal contributions made by members of the Commissions:

Board for the Investigation and Control of Influenza
and Other Epidemic Diseases in the Army

Interim Report
May 1942-January 1943

The following is a brief summary of the activities of the Commission of the Board for the Investigation and Con-

trol of Influenza and Other Epidemic Diseases in the Army since its last meeting on May 12-13, 1942.

I. General

A Contracts Commission contracts for 1943-43 were completed and approved the latter part of July,, 1942.
B Conferences Conferences have been held from time to time in the Office of the Surgeon General for the pur-

pose of discussing the work of the Commissions, planning field studies, etc.
C Commissions in Army Medical Corps for Consultants. in recent months a number of Commission members

of military age have resigned to accept commissions in the Army or Navy Medical Corps. In order to conserve the
expert services of Commission members and to prevent disruption of the work of the Board, recommendation was
made on November 16, 1942, to Brigadier General Miller Grieve White, Assistant Chief of Staff L-1, that a special al-
lotment of twenty-five medical officers unrelated to the requirements for troops be authorized, these officers to be
attached to the Office of the Surgeon General, Preventi% e Med icine Division, and that whenever neLessary, members
of Commissions of the Board be commissioned at appropriate grades and so attached. This recommendation was
approved by the Secretary of War on December 7, 1942. Members of Commissions who have been offered the op-
portunity to apply for a commission under this allotment, and who ha% e accepted, are Dr. Aims C. McGuinness, of
the Commission on Measles and Mumps, Dr. Norman Plummer, of the Commission on Influenza, and Dr. Albert B.
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Sabin and Dr. Murray Sanders, of the Commission on Neurotiupic Virus Diseases. It is expected that several more
will be commissioned in the near future.

D. Primary Atypical Pneumonia. Since research on atypical pneumonia has been carried on by members of the
Commissions on Acute Respiratory Diseases, Influenza, and Pneumonia, the work done on this disease is being sum-
marized under a separate heading.

1. The report of Dr. John H. Dingle and his associates on the study of atypical pneumonia at Camp Claiborne,
Louisiana, from December 1941 to May 1942, entitled "Primary Atypical Pneumonia, Etiology Unknown," was com-
pleted last fall, and on November 10 was passed for publication by the Bureau of Public Relations of the War Depart-
ment. The manuscript was submitted to War Medicine and acLepted for publication. It is expected that it will appear
in an early issue.

2. A conference on atypical pneumonia was held on September 24,1942, at the Rockefeller Institute for Medi-
cal Research in New York, in order to exchange information with a view to promoting further studies of this disease.
The conference was attended by Colonel J. S. Simmons, Colonel S. Bayne-Jones, Dr. 0. T. Avery, Dr. Francis Blake,
Dr. John H. Dingle, Dr. Monroe D. Eaton, Dr. Thomas Francis, Jr., Dr. Frank L. Horsfall, Dr. Colin M. MacLeod, and
Dr. Thomas M. Rivers.

3. Field Trips. Investigations of atypical pneumonia were made at the following Army posts:
a. Brookley Field, Alabama, August 16-19, 1942, by Dr. A. E. Feller.
b. Chanute and Scott Fields, Illinois, September 12-15, 1941, by Dr. A. E. Feller.
c. Air Force Station, Sioux Falls, South Dakota, November 13-21, 1942, by Dr. Colin M. MacLeod (see
Commission on Pneumonia).
d. Maxwell Field, Alabama, November 23-December 4, 1942, by Dr. John H. Dingle and other members of
the Commission on Acute Respiratory Diseases.

II. Commissions: Interim and Field Studies

A. Commission on Acute Respiratory Diseases

In accordance with the recommendation of the Board at its meeting on May 12-13,1942, and after approval by
the Surgeon General on June 23, 1942, application was made to the Commonwealth Fund, the W. K. Kellogg
Foundation, the John and Mary R. Markle Foundation, and the Rockefeller Foundation, for funds to support an
investigation of acute respiratory diseases in troops under the auspices of the Board. As a result of these applications,
a total fund of $70,000. was obtained, and on July 24 recommendation was made to the Surgeon General that the
Commission on Acute Respiratory Diseases be established at Fort Bragg, North Carolina, under the direction of Dr.
John H. Dingle. Additional personnel of the Commission were subsequently added, as follows. Drs. Theodore J.
Abernethy, George F. Badger, Alto E. Feller, Alexander D. Langmuir, James M. Ruegsegger, and Elias Strauss.
Pending the construction ot a Commission laboratory at Fort Bragg, the group spent August and September in
Baltimore, completing the analysis of the data from the Camp Claiborne study and drawing up plans for the study
at Fort Bragg. On October 19, the group began work at the Respiratory Diseases Commission Laboratory at Fort
Bragg, North Carolina. The Commission is currently engaged in a study of the epidemiology, etiology, and clinical
features of all admissions of respiratory illness to theStation Hospital fron, zx Army organizations. The Commission
has also made an investigation of atypical pneumonia at Maxwell Field, Alabama, in November, and an investigation
of over-crowding in barracks and mess halls in relation to the prevalence of respiratory infection at Fort Bragg.

B. Commission on Cross Infections in Hospitals

1. Chanute Field, Illinois. Field studies at Chanute Field have continued in accordance with recommendation of
the Board. Studies on the effect of propylene glycol vapor on monkeys were instituted in June. The lungs of monkeys
exposed to a fog of propylene glycol for three to four months appear no different from the lungs of normal control
monkeys. More recently, it has appeared that triethylene gl} col is superior to propylene glycol and plans are now
going forard for a trial of this aerosol in barracks at Chanute Field. The Research Corporation of New York is col-
laborating in the engineering aspects of the investigation.

2. Acute Re.spnratoryi Infections Among Troops on Transport.s. On November 24,1942, a conference was held at the
Port of Embarkation in Brooklyn, New York, on the control of acute respiratory infections among troops on trans-
ports This conference was attcnded by Colonel Bayne-Jones and Lieut Colonel Lundeberg of the Surgeon General's
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Office, Dr FrancisG Blake, and Dr. 0. H. Robertson and Mr. Theodore T. Puck of the Commission on Cross Infections
in Hospitals, and officers of the Port Surgeon's Office. As a result of this conference, it was deemed advisable to post-
pone trial of aerosols on transports until more data [arel available from the projected studies at Chanute Field.

C. Commission on Epidemiological Survey

1. Bacteriological surveys in the First and Fourth Service Commands have been continued.
2. The study of coccidiomycosis in the Ninth Command under the direction of Dr. Charles E. Smith has been

continued and extended according to recommendation of the Board. In addition, the West Coast Army Air Force
Training Command has set up a control program for coccidiomycosis covering the entire West Coast. Dr. Smith was
among those called in to formulate plans for this program.

D. Commission on Hemolytic Streptococcal Infections

1. The preparation of grouping and typing sera for hemolytic streptococci has been continued.
2 Dr PaulL Boisvert has started pilot experiments on the preparation of anti-streptococcal grouping and typing

sera in chickens. The stimulus for these experiments came from Dr. John J. Phair, Direttor of the Commission on
Meningococcal Meningitis, who found that excellent anti-meningococcal typing sera can be rapidly prepared in
chickens.

3. On July 14, 1942, a preliminary report was received from Dr. Paul L. Boisvert on the studies on the strepto-
coccal antifibrinolysin test made at Fort Sheridan, Chanute Field, and Scott Field by Dr. Boisvert and Dr. James D.
Trask in May 1942 As a result of this survey it was felt that the antifibrinolysin test may offer a simple and rapid
means of measuring the prevalence of Group A hemolytic streptococci in a military barrack or camp, but that more
should be learned about the seasonal incidence of positive tests and the length of time a positive test generally
persists.

4. An investigation of an outbreak of septic sore throat at Camp Stoneman, California, was made by Dr. Arthur
L. Bloomfield and Dr. Lowell A. Rantz from June 20-23,1942. Dr. Bloomfield and Dr. Rantz are continuing their stud-
ies of hemolytic streptococci in Army camps on the West Coast.

E. Commission on Influenza

1. An influenza vaccination study was instituted at Cornell University, Ithaca, New York, on November 19,
1942, under the direction of Dr. W. G. Smillie. By January 20, 1943, 3,000 vaccinations had been completed.

2. Another investigation of vaccination against influenza was started in November at the Eloise State Hospital
and Infirmary, Eloise, Michigan, and at the Ypsilanti State Hospital, under the direction of Dr.Thomas Francis, Jr.,
8,009 vaccinations have been carried out in the two institutions.

3. Virus studies are being continued by Dr. Francis in Michigan and by Dr. Monroe D. Eaton in California.

F. Commission on Measles and Mumps

1 In accordance with recommendation of the Board, a program of vaccination against measles [m] large groups
of susceptible children in thickly populated districts of Baltimore and Philadelphia has been carried out under the
direction of Dr Joseph Stokes, Jr. in Philadelphia, and under the direction of Dr. Horace L. Hodes in Baltimore. Re-
sults of the Baltimore study as summarized by Dr. Hodes show that after vaccination of children, some signs of in-
fection with measles were present in 46% of the children of 9 to 18 months of age, down to 18% of the children of 5
to 6 years of age.

2 An epidemic of measles in Philadelphia in December provided the opportunity for further studies on Cohn
globulin by Dr Stokes and his associates. Out of 28 children who were intimately exposed to severe measles and who
were injected with globulin, 23 developed no measles, and 5 had very mild cases. At the present time, Dr. Stokes and
his associates are studying in particular the effect of the injection of large doses of Cohn's globulin fractions given
during the initial stages of measles at the first appearance of Koplik spots.

3 Dr Sydney Gellis has been working on studies of the measles virus at the Squibb Institute for Medicine Re-
search since November 1, 1942.

4. Alumps On January 16, Dr. Aims C. McGuinness went to Camp Pickett, Virginia, to begin a study of cases
of mumps at this post.
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G. Commission on Meningococcal Meningitis

1. Dr. John J. Phair, Director, has found that excellent anti-meningococcal grouping and typing serum can be
prepared rapidly in chickens.

2. The .entral laboratory of the Commission has been v, orking on an experimental stud) of the possible devel-
opment of a chick embryo virulence test for meningococci.

3. Meningitis at Jfferson Barracks, Mis.ouri. As a result of a reconnaissance trip by Dr. John J. Phair from August
17 to 20, 1942, for the m% estigation of the occurrence of meningococcal meningitis in personnel stationed at Jefferson
Barracks, Missoari, and Scott Field, Illinois, recommendation was made that a field obser% ation station be set up at
Jefferson Barracks, Missouri, by the Commission. The field laboratory i% as set up on September 28,1942. The purpose
of the study has been to determine if possible the factors influencing the continued occurrence of meningitis at this
station and to collect material for interim studies of the Commission. Dr. Phair's report on the study at Jefferson Bar-
racks emphasizes the three factors v, hich aid the occurrence of meningococcal meningitis. crowded quarters, a high
meningococcus carner rate, and the continued addition of susceptibles (unseasoned recruits).

4. Meningitis at Scott F,eld, Illinois. On January 13,1943, Dr. C. Phillip Miller went to Scott Field to investigate
the rising incidence of meningococcal meningitis at this post. In his report of January 14, he stated that he did not
believe these cases constituted an epidemic, but rather a seasonal rise which would probably continue for another
month or so.

5. There has been a recent rise in the incidence of meningococcal meningitis throughout the country. Plans are
being considered for further investigations at Jefferson Barracks or other posts. On January 9, Dr. Phair left for Fort
Eustis, Virginia, for a survey there.

H. Commission on Neurotropic Virus Diseases

1. The experiments in Dr. Sabin's laboratory on methods of preparing mouse brain suspension containing the
inactivated virus of (1) St. Louis, and (2) Japanese B encephalitis, have reached the stage where a field trial of these
suspensions as immunizing agents seems feasible A similar "vaccine" for use ir. humans against Western equine
encephalomyelitis has bcca prepared from the allantoic fluid of the incubating lien's egg by a group of workers in
Philadelphia (Dr. Henle and Dr. Leslie Chambers, under the direction of Dr. Joseph Stokes and Dr. Peter K. Olitsky)
and it is felt that this vaccine is probably also ready for a field trial. It is proposed that the tests be made on 1,000 or
more volunteers who lin e in areas where St. Louis and Western equine % irus is endemic, or has been epidemic. Sharp
and Dohme has offered to make up 1,000 units of each vaccine free of charge for the Commission, and it is proposed
that the experiments be carried out in the spring when the trial vaccines should be ready.

2. Lymphocytic chorlomenlngit is. In accordance with recommendation made to the Office of the Surgeon General
on December 1, 1942, an investigation of the prevalence of lymphocytic choriomeningitis as determined by comple-
ment-fixation tests was set up at the Children's Hospital in Boston under the direction of Dr. Charles A. Janeway.
Plans for further studies in Army posts will be held in abeyance until the study of patients in civilian hospitals is
finished and results show the desirability of carrying the experiments further.

3. Dengue-like disease at Fort Bragg, North Carolina. On September 4,1942, Dr. John R. Paul, Dr. Norman Topping
of the U.S. Public Health Service, and Major Cornelius Philip, Sn C. xent to Fort Bragg to investigate a dengue-like
disease at that post. The name and type of disease and manner of spread was not determined. The disease differed
in certain respects from other fe% ers (dengue, trench, Rocky Mountain spotted fever, typhus, tick-bite fever).

1. Epideiic keratoconjitctwitis . Dr. Murray Sanders, who wasappointed to this Commission in October, has car-
ried out extensive investigations of epidemic keratoconjunctivitis, or shipyard conjunctivitis, which has appeared
in epidemic form both on the West Coast and in the East during the last few months. On December 4, 1942, a
conference on keratoconjunctivitis was held in New York City for the purpose of gi, ing information to medical
officers concerned with the super% ision of plans and arsenals. The proceedings of this symposium will soon be
published. A circular letter about keratoconlunctivitis was issued by the Office of the Surgeon General, Preventive
Medicine Division, January 11, for distribution to all medical officers in the U. S. Army.

5. Polionyclitis at San Antonio and Corpus Christi, Texas. From December 25, 1942, to January 8,1943, Dr. John R.
Paul made an investigation of poliomyelitis at San Antonio and Corpus Christi, Texas In his preliminary report on
January 15, Dr. Paul states that while poliomyelitis has not been regarded as a military disease, the presence of an
epidemic in a community so closely assc.ated with thc Arm xouid caue .onc.ern to tie tfficers arid men of Fort
Sam f louston. In this sense, pohomyelitis isa military disease with serious potentialities, particularly because of its
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JOHN J. PHAIR, M.D.

John 1'hair graduated from the University of Cincinnati College of Medicine in 1929. He served as an
intern and resident in medicine at Cincinnati General Hospital. This was followed by a fel!owship at the
Rockefeller Foundation in 19-32-1933. In 1933, he received his M.P.H. from The Johns Hopkins School of
Hygiene and Public Health and rc,:eived his doctorate in Public Health there in 19318.

Dr Ilhair was an excepfionall% well-trained epidemiologist, he had a broad range throughout microbi-
olog . Like so many others with hiis background, hew~s served as a consultant to the Secretary of War from
1942 to 1046. During this period, he became closely identified with the iXEB and its Commissions. Ile was
., charter member oft the Com mission on Men ingococcalI Meni ngit is and succeeded Perrin Long as its D~Irector.
I-I contributed to developing new knowledge oif meningococcal, Streptococcal, and respiratory tract
diseases. IFollt)%%ingWorld War iI. he becamie Professor of Preventi~ e Mediuiieat the Lni, ers.it, oif Louis, lifle
School of Medicine, where he served from 1946 to 1949.
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occurrence in a region where poliomyelitis had not been epidemic before.

1. Commission on Pneumonia

1. Study of the problem of immunization with pneumococcal polysaccharides b Dr. Michael Heidelberger is
being continued.

2. Recommendation was made on Januar% 13,1943, that an in% estigation of atypical pneumonia proposed by
Dr. Jacob Furth be authorized. This proposal has been approved and the study will be carried out at the Cornell Uni-
versity Medical College, beginning March 1, 1943.

3. An in% estigation of lobar and atypical pneumonia at the Air Force Station, Sioux Falls, South Dakota, was
made by Dr. Colin M. MacLeod from November 13, 1942 to November 21, 1942. Dr. MacLeod studied 'he clinical
nature of both the upper respiraton, inft.tions as %% ell as the - arieties of pneumonia admitted to the Station Hospital
between August 22 and November 20, 1942.

J. Commission on Tropical Diseases

1. Dy.,entery. An investigation of dysenten at Indiantown Gap, Harrisburg, Pennsylvania, was made by Dr.
Carl Ten Broeck, Dr. John B. Nelson, and Dr. Frederick B. Bang, from July 15-19,1942. Beginning September 25, this
same group began a month's study ot dysentery in the Fourth Service Command. Investigation of dysentery in the
First Division and Second Armored Division at Fort Benning, Georgia, showed that an epidemic of dysentery will,
to a large extent, disorganize large bodies of troops. The following recommendations were made by Dr. Ten Broeck.
(1) that a more careful study be made of so-called common diarrheas to see in what proportion dysentery bacilli can
be isolated, (2) that commanding officers and men be educated in camp hygiene.

2. Typhus-:spotted fever at Fort Sam Houston, Te.xas. From July 18-25,1942, an investigation of cases of typhus-spot-
ted fever group at the Station Hospital, Fort Sam Houston, Texas, was made by Dr. Kenneth F. Maxcy, Dr. Norman
Topping, and Dr. John C. Snyder. From the evidence available, it was concluded that none of the cases about which
consultation was sought could be definitely diagnosed as typhus, Rocky Mountain spotted fever, or "Q" fever. On
the other hand, most of them resembled two other clinical syndromes, "pneumonitis" or "primary atypical
pneumonia,' or "tick-bite fever." Both of these identifications were tentative in the absence of laboratory tests.

Il. Resignations:

Cnuitniisiohi n EpieifriohiloicalSurvety: Dr. George Hartley, Jr., June 26,1942.
Counusson on H'emolutic Streptococcal Infection.,. Dr. M. Henry Dawson, Director, October 15,1942. (Dr. Dawson

resigned his directorship because of illness, but retains his status as Consultant and member of the Commission.) Dr.
Francis F. Schwentker, October 1, 1942. Dr. C. V. Seastone, September 8, 1942.

Commission on Influenza: Dr. Gaylord W. Anderson, July 18, 1942. Dr. J. W. Brown, August 31, 1942. Dr. Yale
Kneeland, August 31, 1942.

Gmnnnissio on Measles and Mumps: Dr. E. S. Robinson, July 4, 1942.
Commissiom on Mcningococcal Menin',itis: Dr. Perrin H. Long, Director, August 31, 1942.
Commission on Pneumonia: Dr. J. F. Sadusk, Jr., July 4, 1942.
Commsnton on Tropical Disease. Dr. Thomas T. Mackie, Assistant Director, August 3,1942. Dr. Frederick B. Bang,

January 25, 1943.

IV. New Appointments:

Commn:.,ton on Acute Repiratory Dis-ease.,. f(see page 2 for list of original personnel) Dr. Charles H. Rammelkamp,
Evans Memorial Hospital, 65 East Newton Street, Boston, Massachusetts.

Coinu.:ion on Ileimolut: Stre;'toipal lnfectito:. Dr. Chester S. Keefer (appointed Director, October 17, 1942).
Commisysion ,n Mea.les and Munips. Dr. Sydney S. Gellis, Johns I iopkins University School of Medicine, Balti-

more, Maryland.
Coniuission on Meninykococcal Meningitis: l)r. John J. Phair.
Gminion on; .\curtroti1 Viru, D'sea.e,. Dr. Charles A. Janeway, The Children's HospitI, 3W0 lor.gwood Ave-

nue, Boston, Mashathuetts, Dr. Murray Sanders, Columbia Universitv School of Medicine, New York City, Dr.
Robert Ward, The Children's I lospital Rlesearch Foundation, Cincinnati, Ohio.

38

Section 1. Par I



Conimis.ton on Tropltal Di ea:e. Dr. Frederick B. Bang, Rockefeller Institute for Medical Research, Princeton,
New Jersey, Dr. John B. Nelson, Ro.kefeller Institute for Medical Research, Princeton, Ne% Jerse%, Dr. John C. Snyder,
International Health Division, The Rockefeller Foundation, New York City.

Francis G. Blake, M.D., President
January 26, 1943

The Short-Lived Commissions

Several of the original commissions were short-lived. Sometimes, the respoinsibility initialh as-
signed %x as too diffuse for a commission to be efficient, and sometimes a commission's responsibilities
could better be incorporated int(, that of other commissions. For example, the activities of the
Commission on Pneumonia were transferred to the Commission on Acute Respiratory Diseases. The
Commission on Tropical Diseases initially embraced the field including malaria, yellow fever, rickettsial
diseases, and dysentery. Three of these illnesses-malaria, rickettsial diseases, and enteric infections-
were assigned to new specific commissions. Other Commissions, such as those on Viral Diseases and
Immunization, addressed the problem of yellow fever, and the Commission on Tropical Diseases was
terminated. When he was Assistant Director of the Preventive Medicine Division in the Office of the
Surgeon General of the Army, Colonel Stanhope Bayne-Jones prepared the following report on the short-
lived commissions and their personnel, which is reprinted from the Army Medical Bulletin 64 and is
dated October 1942:

Commission on Cross Infections in Hospitals

Personnel- Dr. Oz-iald 11. Robert son, Director, Drs. Clayton G. Loosli. C. Phillip Miller, FrantLs F. Schwentker, Wilon
G. Snullie. Joseph Stokes, Jr., and Mr. William F. Wells.

In recent %, ears, new methods have been devised for reducing the numbers of pathogenic bacteria and viruses
in the air of operating rooms, hospital iards, barracks, and school rooms. The actual sterilization of the air in
occupied en.usures is within the range of possibilities. Th.se methods give promise of greatl% reducing ci-borne
cross infections.

Th, fui.tion of this ,.,,,lmission is to investigate the application of such methods to hospital wards and barracks
under actual conditions of use in the Army. For these purposes, the Commission has been carring outa field study
at the Station Hospital at Chanute Field and has been continuing research with animals in laboratories at the Uni-
versity of Chicago and the University of Pennsylvania. The program for the current year includes:

(1) Study of the effects of ultraviolet light, under conditions of radiation, for its bactericidal action on air-borne
microorganisms and for the prevention of spread of bacteria from patient to patient.

(2) Investigationof the pharmacological effectsof props leneglycol ,aporonanimalsand theabiltt of this apor
to destroy pathogenic microorganisms and viruses.

(3) When satisfactor% evidence is obtained showing the propylene glycol 'apor is not toxic, studx of the activtt
of the vapor in the same manner in which ultraviolet light is being in(7estigated.

(4) Study of the comparative effectiveness of both ultraviolet radiation and prop, lene glycol vapor on dust-
borne bacteria.

(5) Investigation of the bactericidal and viricidal properties of other glycols.
(6) When deemed appropriate, the application of these measures fo: the control of air-borne infection to rela-

tively isolated and fairly large non-hospitalized groups.

Commission on Measles and Mumps

Per: onel. Dr. Jo.eph Stok:. Jr.. Director. Dr.. Sam S. Blackman, lean 1". Cooke,. John F. Enler:. I horace L. I od', Anim.
C. McGuinness. Charles F. McKhann. Morris Shaffer.

The Commission on Measles and Mumps, with headquarters at the Uni. ersi t of Penns- I' ania, Philadelphia,

39

Shtori-Lived Conmiissiots



The Arozt'd Force's Eidennolvgical BiurdI

CLAYTON G. LOOSLI, M.D.

After he qualifed in med icine it the Chicago Medical School in 193-4, Clayton Loosli interned on the Osler
Medical Se-rvice at The Johns Hopkins University School of Medicine. fie was a facultv member in the
Department of Internal Mied iine at the Chicago Medical School from 1938 to 1949. where he worked with
0 I-1 Robertson on the mechanisms and spread of infections, particularly those of air-borne viruses and
bacteria. From 1941 to 1946, [Dr. Loosli served in the Office of the Surgeon General oif the Armly, where he
progressed to the rank of Major. During this period. he gained valuabwe experience in the epidemic diseases
of influenza, pnecumonia, and air-borne infections.

H-e was a charter member of the original Board's Commissions on Cross Infections in Hospitals and
P'neumonia. Hie was appointed to the AEB's Commission on Influenza in 1948, and became a member of
the B3oard in 1957. Hle made major contributions to the understanding of influenz.a and acute respiratory
disease,.

After World War 11, from 1949 to 1958. Dr. Loosli was Chief of the Department oif Preventive Medicine
a-t Chicago, and from 1958 to 1964, was Distinguished P'rofessor kif Medicine and Dean of the School of
Mledicine at the University of Southern California
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Pennsyh ania, [wasl concerned v ith problems of epildemlolog,, pre% ention, control, and treatment of these diseases.
The two main features of its activities ha% e been the collection and supervision of the processing of con% alscent
measles and mumps sera and the development of measles % accine, with tests of the prophylactic value of this% acLune
in cvilian groups With a number of projects under waN, the approvtd program for the year 1942-43 includes.

(1) Studies of the prevention and treatment, by means of hecmotherapeutic agents, of bacterial complications
of measles.

(2) Attempts to c ontro! epidemics of measles by passi, e immuuaization %% ith human immune serum or product,
of serum.

(3) StudN by tests in animals of the various available preparations of human immune substances, includiilg hu-
man immune globulin prepared by ethanol fractionation.

(4) Assistance in the treatment of cases of measles ,, ;th con% alescent measles serum or %% ith immune globulin.
(5) Assistance in the treatmeat of cases of measles encephsa;is %% ith con% alescent serum or immune globulin.
(6) Investigation of the protection afforded b, immunization%% ith d, ti% e egg-passage measles, irus among large

groups of susceptibles in thickly populated districts in cities.
(7) Study of the nasopharyngeal flora by aerobic and anaerobic methods for th. possible isolation of a bacterium

with synergistic action in measles.
(8) Continuation of studies concerning the reactivity of the skin to injections of inact,% e measles virus grown

in chick-embryo, making tests in immune and susceptible indi% iduals. Studies for the determination of immunity
lalso includel precipitin tests, complement fixation tests, and other tests in vitro.

(1) Study of postmortem materia! to determine bacterial flora and the distribution of measles % irus in tissues
and organs.

(10) Study of the treatment of various stages and complications of mumps, including orchitis and meningo-en-
cephalitis, with mumps convalescent serum.

(11) Study of the use of the parotid gland of monkeys infected with mumps in complement fixation tests. This
will be done under the direction of Dr. John F. Enders

(12) Collection and assistance in processing convalescent measles and mumps sera.

Former miember of this Comnission. Dr. Elliott S. Robn.,on, Ma.ssach.sett s State Antitoxin and Vaccine Laboratory, Ja-
maica Plain!,, Boston, Masxachusetts. Resignation effective Jully 6, 1942. On active ditty with Medical Corps, U.S. Army.

Commission on Pneumonia

Personnel Dr Colin 14 MacL,,od, Director, Drs. Theodore 1. Abernethy, Jacob Furth, Mc hael Heidelberger, Clayton G.
LAosh, Edward S. Rogers, /I..- M. Ruegsegger, WIteelan D. Sutliff, William S. Tillett, W. Barry Wood.

The headquarters of theCommission on Pneumoniaare at the Nei% York University College of Medicine. While
some of its work has been conducted there, much has been carried on in cooperation with other Commissions and
at ether institutions Tlhe initiation of investigations of atypical pneumonia was largely an undertaking of this
Commission.

The approved program for 1942 -13, essentially a continuation of current activities, includes:
(1) Readiness to undertake field or laboratory investigations of pneumonias, a, required by circumstances.
(2) Continuation of studies on primary atypical pneumonia, etidlogy unknown.
(3) Continuation of investigations of active immunization ag;.inst pneumococcus, Types I, It, and '.

(4) Study of the use of sulfonamides, gramicidin, and penicillin in the treatment of empyema.
(5) Continuation of the study of impro,.ement and standardization of culture media used particularly fo, iso-

lation of pneumococci and streptococci.

Fornier membler of thi:i Commission. Dr. Jo.seph F. Sadisk, Jr., Yale Uniersitu School of Medtine, Neir taven, Connedl-
cut. Re. i.znatihn effective Jily 6, 1942. On active service in Medical Corps, U.S. Army.

Commission on Tropical Diseases

Peioinnel. Dr. Wilbu A. Sauyer, Director, Drs. Frederick B. Bang, Mark F. Boyd, E. C. Fau.st, llenry .Meleney, Karl
F. Meyer. John B Nelson, Lloyd E. Rozebolon, Julian M. Ruffin, George C. Shattuck. John C. Snyder, Fred L. Soper, Carl Ten
Broeck.
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JOHN ENDERS, Ph.D.

No contributor to the activitxes of the Armed Forces Epidemiology Boiard and its Commissions
commanded more respect than did Dr. John Enders. H-is pioneering work in mumps, enteroviral infections
(rparticulcirl% poliomyelitis). rubella, and measles have establisht d an unforgettable niche for him in medical
science. Ile was kind, generous, humble, and wise. Not the least of Dr. Eniders'., qualities was his interest
in, and dievelopment of, scientists like Sam Katz, Carleton Gajdusek, Fred Robbins. and Tom Weller-
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The Commission on Tropical Diseases was formed in January, 1942, and is still in the process of organization.
Its program of studies within the extensive field of tropical disea,es has n,.t vet been mapped out. Malaria, yellow
fever, rickettsial diseases, and the d,, senteries will be of special concern to this Commission. Since July 1, 1942, several
members of the Commission have made an intensit e stud% of an outbreak of bacillarv dysenter 2t an Army post.
The results ere applied practicall% at once and with bncfit.al results. This group will remain a,, alable for similar
studies.

This Commission, under the direction of Dr. Sawyer, was the first in the field in the investigation of the outbreak
of Jaundice in the Arm%. It has made a large and highlb significant epidemiological stud% of the disease and, through
the International Health Division of The Rockefeller Foundation, has madeavailableextensive facilities and the ser -

ices of staff members for etiological and other investigations of this disease. Through the Board and several Com-
missions, thirteen investigators, with .numerous assistants, have been working on problems of the outbreak of
jaundice. They have conducted studies at Army posts and are continuing re-searcl:.,s at Yale University, the
Universit% of Michigan, Vanderbilt Universit,, the Universit% of California, the Laboratories of the International
Health Di ision at the Rockefeller Institute for Medical Research in New York, and at the Rockefeller Institute at
Princeton. This investigation of jaundice provides one of the most striking examplesof the mobiit% and ctordination
of the Board and its Commissions, working under the direction of Th. Surgeon General, on problems of importance
to the Army.

Fornier inentler of th, Cotnti,,ton. Dr. Thotrra:. T. Mackte, lb Ea ,t 90th Street. N- York, N. Y. Resignrationi cffrt-twe
iduy 28, 1941. On acti.ve scice ti Medical Corps, U.S. Army.

THE 1943 ANNUAL REPORT

Colonel Bayne-Jones also prepared a comprehensive report of the activities of the Board and the labo-
ratorv and field in% estigationsof itsCommissions. That report, dated 31January 1944,and a bibliography
of work completed by specific Commissions, follows:

Subject. Report on Activitiesofhe Board for the Investigationand Control of Influenza and Other Epidemic Diseases
in the Army for the year 1 January to 31 December 1943

To: The Chief, Preventive Medicine Service

Established on 11 January 1941 by the Secretary of War on the recommendation of The Surgeon General, the
Board for the Investigation and Control of Influenza and Other Epidemic Diseases in the Army completed its third
iear at the end of 1943. During the past calendar year, the Board and its ten Commissions responded effectively to
all requests for assistance made by the Office of TheSurgeon General, and, with the approval of TheSurgeonGeneral,
initiated a numberof extensiveepidemiological investigations in this country and in overseas theaters. Theactivities
if the Board and Commissions have increased every year since 1941. Thi, record of the past year is characterized by

cxceptionallk large and difficult undertakings, uccessfulh. .arried out. The results have been of practical benefit to
tle Arm% and have increased scientific I. nowledge ,i hich has been shared with numerous agenc&s concerned with
tht. studi and control of infectiousdiseasteamongciviliatisand militarn forcts. Since 1941,52articles havebeen pub-
lished in medi.al and scientific journals and 30 additional manuscripts, released for publication during 1943, are in
press or have been submitted to journals. A copy of the bibliography is attached.

The Central Board

The membership of the central Board remained unchanged, as follows: Dr. Francis G. Blake. President; Drs.
Oswald T. Aver%, Alphonse R Dochez, Ernest W. Goodpasture, Kenneth F. Maxcv, O. I. Perry Pepper.and Andrew
J. Warren. iVhie Dr. Blake wa- away on his mission to investigate scrub typhus in the Southwet Pacific Area, Dr.
Dochez served as Acting President.

In addition to _c% en member of the central Board, there were 112 member., of the ten Commssions, making a
total of 119 spetialists in infectious diseas attached through the Board to the Office of The Surgeon General. Of
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KARL F. MEYER, D.V.M.

Karl Meyer, like John Enders and John Paul, was a godfather of the AFEB and its Commissions. He
insisted that clarifying the pathogenesis of pestilential diseases,, and studying their environmental and
epidemiological features, are the keys to understanding their control and treatment. Encephalitis, plague,
brucellosis, psittacosis, leptospirosis, and poliomyelitis were some of his chief interests, and he tackled
problems with excitement and enthusiasm.

K. F was unmatched as a raconteur. His recollections from his vast experience made Board and
Commission meetings unforgettable. Once, during a meeting at WRAIR, he spoke of the "traffic of saliva at
a Mexican funeral" to illustrate the spread of Yersinia pestis that followed the kissing of the dead. Once he
remarked that a patient in New Mexico did not die of plague but of "too many antibiotics." Another time,
when discussing an early problem concerning polio vaccine, K. F. remarked, "All the others slopped in
enough formalin to kill the virus, but they also killed the antigenicity."

K. F was a field scientist whose vivid expressions znd remarkable sense of history made him a
sti nulating teacher He provided a clear view of the nature of problems and illuminated the route to their
so!utions. He directed the prestigious George Williams Hooper Foundation in San Francisco.
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these, all remained as civilians except six who were commissioned in the Medica! Corps under the special allotment
of officers provided for the Board All in these groups retained their status as Consultants to the Secretary of War.

This special allotment of officers for the Board, secured by Dr. Blake's presentation of the need in December 1942,
has proved of great value to the Boari and to the Office of The Surgeon General. During 1943, the scope of the ,u-
lotment was extended to include officers of the Sanitary Corps and of the Medical Administrative Corps. The
allotment provides for twenty-five officers. No attempt has been made to fill all positions, but the allotment has been
used to meet specific needs. By the end of 1943, a tctal of thirteen officers had been brought in under this allotment
(10 M.C, 2 Sn C., and 1 M.A.C.) uf these, two Majors, M.C., have been transferred to other assignments-one to the
Preventive Medicine Division to assist in administering the Board and one to Chemical Warfare Service, leaving, at
the end of the year, eleven Medical Deoartment officers assigned under this special allotment. After several rear-
rangements, the assignment of all Medical Department officers for the Board was transferred to the Respiratory
Diseases Commission Laboratory at Fort Bragg, after that Laboratory was designated as a Class IV Installation under
the jurisdiction of The Surgeon Ger.eral, thus fulfilling the intention t xpressed in the original request for this npecial
allotment for the Board.

The Board held its third annual meeting at the Office of The Surgoon General on 6-7 May 1943, and, in addition,
held three special meetings, on 29 January and 16 July, at the Office of The Surgeon General, and on 4-5 November
at the Respiratory Diseases Commission Laboratory at Fort Bragg. In addition, there were a large number of con-
ferences with the President of the Board and with Directors and members of Commissions.

In addition to the office of the President in New Haven, Connecticut, the administrative office of the Board re-
mained in the Preventive Medicine Division, immediately under the Director and his assistant. In spite of the com-
plexity of problems and largeamountof detail to be handled, the administrative procedures have remained as simple
and directas possible Although considerable time has been required toorganizeand put in motion some of the larger
projects, it has usually been possible to take action promptly ,nd there has rarely been delay in making the services
of the Board and Commissions available. All members have always been ready to undertake field work immediately
upon request, :n addition to the load of iesponsibilities they were carrying at their institutions. They have always
made personal convenience and certain obligations secondary to their service to the Army. Throughout the Office
of The Surgeon General, and in fact, throughout the Army, as well as in relation to civilian institutions, the widely
extended contacts and associations of the Board and Commissions have been maintained and developed with an ex-
traordinary degree of harmony and mutual assistance. Excellent relations were maintained with the officers of the
Air Surgeon, the Ground Surgeon, with Surgeons of Service Commands, with posts and camps, and with authorities
in several overseas theaters.

The central Board, or some of its members, participated acti-ely in five investigations. These were as follows:

(1) Troop Housing with Relation to Acute Respiratory Diseases. Begun in December 1942, an inspection of con-
ditions in barracks, mess halls, theaters, and post exchanges was completed in January 1943. The relationship of over-
crowding to the inc-_'_ nce of acute respiratory diseases, including meningitis, was clearly brought out from the re-
ports of visits to Army camps. Recommendations were made for the return to an allowance of 60 square feet per man
in barracks The situation was shown to be particularly precarious during the period of induction of large numbers
of new recruits into the Army The recommendation was not adopted by higher command. However, the immense
amount of valuable information gathered was imparted at conferences following this investigation. Even without
formal adoption of the Board's recommendations, this investigation was serviceable toThe Surgeon General and had
beneficial effects during the year.

(2) The Outbreak of Jaundice in the Army. The extensive epidemiological investigation of the outbreak of jaun-
dice following vaccination against yellow fever was completed in association with the International Health Division
o'The Rockefeller Foundation. and a comprehensive report on jaundice in troops in the Western region of thecountry
was prepared for publication A number of lines of experimental research on jaundice were followed, with expec-
tation of useful results in the future.

(3) Training in Malaria and Tropical Diseases in Panama and Along the Pan-American Highway. In February,
Dr. Blake, Dr Meleney, Dr. Wilburt C. Davison, and Mr. Archie S. Woods accompanied General Simmons and other
officers o- 'a survey of opportunities which might be developed for training medical officers in malaria and tropical
disease mtrol at Panama and along the Pan-American Highway. The arrangements for the travel of the civilian
members of this mission were made through the Board. Definite increases in opportunities for such training, includ-
ing the establishment of the Army School for Ma!ariology, developed from this mission.
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ALPHONSE R. DOCHEZ, M.D.

Dr. Dochez, a distinguished member of the Rockefeller group of medical scientists, was a charter
member of the Board and served on several of its Commissions, including thL. Commissions on Pneumonia
and Acute Respiratory Diseases. Dr Dochez served as Acting President of the AEB for a short time while Dr
Blake ,.as ill With other Board members, Dr. Dochez served asa consultant to the Army Medical Department
during an epidemic of atypical pneumonia at Camp Clayborne, and he gave wise consultative advice during
an outbreak of an unknown febrile illness at Fort Bragg, North Carolina.

Dr Dochez was a pioneer in the field of acute respiratory infections. He is credited as the first scientist
to isolate the cold virus and transmit it to humans in a controlled environment. In New York, he worked on
the specific identification of pneumococcal types and the biological activities of these microorganisms.
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Photo repnted "ith the Permission of Thomis B Tumrr M1 D

The senior staff of the Preventive Medicine Division, Office of The Surgeon General,
U.S. Army, in World War 11
July 1943

Seated: Brig. General James Stevens Simmons.

Standing, from left- Dr. Thomas B. Turner, Dr. Gaylord W Anderson, Colonel Karl R. Lundeberg. Colonel
William S Stone, Brig General Stanhope Bayne-Jones, Dr. Elliott S. A. Robins on, Colonel Arthur I'. Long, and
Colonel William A. Hardenberg.
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I _

Members of the USA Typhus Commission in New Guinea, 3d Medical Laboratory,
Oro Bay, New Guinea, December 1943

Left to right: Captain Glenn Kohis, Sn.C., entomologist; Lieutenant John Bell, Sn.C., from the Rocky
Mountain Laboratory; Dr. Kenneth Maxcy, epidemiologist; Dr. Francis G. Blake, technical director;
Lt. Colonel Joseph F. Sadusk, Jr., MC, Commanding Officer of the Commission; and Colonel Francis
E. Council, Commanding Officer, 3d Medical Laboratory.

• : ,*!

Dr. Kenneth Maxcy, left, and Dr. Francis Blake standing
in Kunai grass near Dobodura, New Guinea, 1943
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JOHN HOLMES DINGLE, M.D.

john F 1 Dingle wsas the comrpleat ph,,sician. a man without jealous% xs ho dedicated his lite to helping
others One ot a large armly, the son of a North D~akota minister, hie %s orked to pa hiso%%sn tu~ition and was
an honor graduate of I tars a rd %IedicalI School, %%.here he( had thle pri% alege of ssorkinig %Nit h I lans iisser F fis
tilIhtary record was ev~ellent IlFe sersed as P'resident oft the A FTB and ssas a most ettIecti'.e contributI ig
memlber to ws era! of its Commssions Like others, and in spate (t is, failing hecal lh, hie made held trlips to
various parts of the %sorld in the public interest john %% as the first Director ot tlb'- Commission onl Actte
Respirator% lDisease and hie headed the '.sork onl acuite respirator% diseases and aty pital pneuminonia at I-ort
Bragg during World War 11

At Case Western Reses v LUmversit ' I00 Sc Oof NNC\ledIne John1 organi/ed anld die% eloped 01ne Of this
country's b~est departments of prevenitas c melda'lan I Fe plaainled the farml studies there that estabjiishcd thle
relationship bects'. eo streptococcal diseases and nephratis John %%as a pillar of thle pioneering studies at
Warren A ir Force Bane that sho~wed that pen. illmI and ot her aritibioti(s pre,. en, rheurma tic tes r

111s li te %% as full otfi~o l'hmos ever'. honor hit ret ei;ed %is aarned and %% as bestoss ed b% thle
donors with pride

.19
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0. H. ROBERTSON, M.D.

Oswald Robertson was born in England and emigrated to the United States in 1888 at theageof two. His
graduation from the Harvard Medical School in 1913 was followed by a fellowship in pathology at the
Massachusetts General Hospital from 1914 to 1915 and training in bacteriology and pathology at the
Rockefeller Institute for Medical Research from 1915 to 1917. Robertson was Professor of Bacteriology at the
University of Chicago School of Medicine from 1927 to 1951.

He was an expert in experimental pneumonia, particularly the pathogenesis of airborne infections and
the disinfection of air. From 1941 to 1945, Dr. Robertson was Director of the AEBs Commission on Airborne
Infections. The work done by this Commission was of inestimable importance to the military, particularly
with respect to better understanding the aerosol spread of infection and the development of better preventive
methods. He was President of the Association of American Physicians in 1952.

50

Section 1, Part I



CHARLES E. SMITH, M.D.

After he graduated from Stanford University School of Medicine in 1927, Chuck Smith served his house
officership in medicine and then received his D P.H from the University of Toronto in 1934. He returned to
Stanford where he was promoted through the faculty ranks; in 1942 he was named Professor in the
Department of Public Health aid Preventive Medicine. In 1949, he assumed a similar post at the University
of California School of Public Health; he was appointed Dean there in 1951.

During World War II, Chuck served as a consultant to the burgeon General of the Army, and he was a
consultant on epidemic diseases to the Secretary of War from 1947 to 1955. He was an original member of
the Commission on Epidemiological Survey, appointed in 1951, and a member of the Commission on Acute
Respiratory Diseases. Under his direction, valuable surveillance studies were conducted in the Ninth Service
Command (Corps Area) on the prevalence of coccidiomycosis. These studies clarified the significance of
positive skin reactions and the incidence of lung calcification, as separate from the Ghon lesions of inactive
tuberculosis.

Chuck was an intrepid epidemiologist and a splendid teacher. He served as a member of the AFEB until
1964; he was also elected President of the American Epidemiological Society.
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CHESTER SCOTT KEEFER, M.D.

C hester S) Keefer t as a giant of modern mediie x% ho %%a,, educated at The johns liIopkinsdcool ot
MledIine In the tradition of Oslur and 'A kb ] lfe taught and practiced their ideals" of eXcllence' throughou t
his lift [hv r7ock upon %% huih hv built isI IIL %%,Ie' fil te kasMemorial Department of ClinIial, Researdi
andIL l're'. unti% u Medikic Inmn' leaders of American mnedicine trained there uinder him. Ile nais Chairman
ot the lDepairtmunt of Meudicie. D~ean of the medicl school, and Director of Boston Lnm'ersit', Medical
Center, his contributions to these vndea'. ors ontinued tot thir!;, w ar% Upon isI retirement, hie rnamnCd
active as, Emerntis, University Plrofess or and Wade Profess"or of M.edicine

'I hie Altit %Nas pri'. ileged to ha'% e luni as a member of its Commnission on I lenmol% tic Streptococcal
lInfctions, a position hle asstiUmvd in October 1942 D~r Keefer ',sas a miost effet ti'. v contribtitor to Board
activities
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(4) lBullis Fever. F-rom xx ork started undvr thu auspices Of thlt Board, at thu m inItatio 11ot thu Surguon of thle Eighth
Sur% ice Commnand, an u-tc'nsix e nx estigation duNx doped ot thle t% pc of -spotted tux ur xx hich occurs in tile nluxer
airea around ~Camp lBuilis,Ttexas Tile coopera tlonl Of tile Unlit ed Stateus Public Ile I alhScr% ice xx as readilIN secured . -Fhe
results appear to indicate that ti kause of so-called Bulli F-ex er Ila', been1 found The disuxse appears to be due to
a tick-borne rickettsia 1 heu ix ustigation Included nexx searchies for ch)UmIil, agents V, ic1h max scrx e as tick
repellents.

(5) Scrub T yphuis in New Guinea. At tile ruquc xt of Guneral MvaLAr-thur, a tuam of mxt estigators xx as sent b% tile
Office Of The Surgeon General and thu United States of America TN phus Commission to Australia and Nuxx Guinea
to inx estigattc mite-bornuc t% pius, thle so-callud scrub tx phUS fox er Dr F'rancis C Blake, P'resident ot thle Board, ac-
cupted the directorship or this s.pecial Commission, and Dr. Kenneth F. MlaxcN, member ot thle Board, accepted
appointment as epidemiologisot The other members %% crc. Lt Colonel Joseph I- Sadlusk, MI.C., Captain Glenn MI.
Kohis, Sn.C., and 1st Lieutenant F. John Bull, Sn.C. This group arrixed inl Brisbane onl 3 October and reached
Washington on their return oin 21 Decumnbur (uxcept for Captain Kohils v, ho rumained lin NVx Guinea ito continue
untomological studies). The Commnission %xas highlN succes5sful. Epidemiological problums xx eru xx orked out.
Dimuth% I phithalatu %% as found to be a good mitt: rupellunt. Clintcal and pathiologic.al obsvrx ations %% ere made. A
number of strains of thlt ricKctt~ia cuusing scrub tx phus %xere brought back it) this countr% tor further stUdx -

Information on thu txa% thu disvas oLcurs ,nd recommlendations for control measures hax u been turnishud to the
Surgeons of SWPA and CBI and will be made available to all medical officers.

The Commissions

There ix ,re tun Commissions undur thet board. Thu financing of the %x ork of each Commission, %% ith one e'xcep-
tion, xxI asefctud through a War Department reserh ctontract x% ith the cix ilian institution at %% 11ich1 thut Director of
thu Commision resided. Acute Respiratorx Diseases xx ah supported in part by grants from the International Hlealth
Di% ibn of Thuc Rockefeller Foundation, tht, John and Mal~rx R Markle Foundlation, the Commonx calth Fund, and
the Kvllogg Foundation This Commission x% ent onl a contractual basis, through N~ ale Unix ersity oiIJul% 1943 as far
as curtain salaries and rusearch expunses are concerned The maintenance of thue Laborator% at Fort Bragg and
numturous other ux\pensus xere borne by the Medical Department and thle post. TFhese research contracts- hiaxe
gradujallx been Iiburalitcd and on the xx hole: hax cx %%irkud out satisfactorilx . Ilti o bc poimitud ouLt agin thait thefunds
coming through thle contracts for xx ork of Commissions are far from representing thut x alue of thue tremlendous
institutional facilities which are put at the ser% icu iof the Arm% through tile Epidemniological Board.

lEach Commission xxascengaged in research at its hotmc labo~ratories anid on field nx ustigations. With ideas, ac-
tix~~~~ ~~~ itu n uubcntnl irculating betxx een field and ba~c', and betxxeen Commissions, it is piiintleus, as %% ell

as impossible to trx to 5ep.-rate all phases, of this xx ork. Furthermore, the xwork of each Commission x% as not alxxa ax
limited ito thle field indicated bx the name of thet Commission. Commission mic'bcrs arc not si)strictl specialized
that thex can or should be tagged and hlmitud ito frac tional jobs.,\cix antage xx as taken of th-lirabilities in the stud%
and control ofnmany kinds of Infectious iiisuases, and xx ork xx as authorizcd according ito opportunities, tac'Iitius. and
the capacities of thle men concerned, regardless of Commission designations.

It is not possible in this t% pe of report to rux iexx all thet x6%ork Of thle Commissionls 'Fic folloxx ing is a selectix e
summary':
Comm11ission on A cute Respira toriy Diseases

Director. Dr john IL. Dingxle
I Ieaipqiarters. Respiratorii Diweascs Cminmsion Laborator, Fort Bragg. ZNorth Carolina

The Laborator% of this Comnmission has floiurishedl as a coopuratix c project of thet Board, the Mud inal Depart-
mevnt, tilt Fourth Svrx ice Commnand, and F'ort Bragg. Without the heart% reception and support it has receix ed from
thle Comma ndijng Offic.er of thle Post, tile Commanrd ing Oft ic.er of thle Sta ff of the Field Art illery Replacement Training
Center, tile Surgeon of thut Post, and the Commanding Ofticcr and Staff of thu S;tationl I lospitall, it could not hax1 v had
the splendid facilitius anti opportunities forx% ork tx hik h1it hias unjox cd. As prux iou Ix noted, thle Respirator% lDisuase"
Commission Laboratorx xa einti saCasI ntlaintne h uidito tTwSrenGnrlo
23 Noxumber (SecCircular No 128,IIQ ASF, 23 Nox 43.) Thu mx est,,igatix eprograiludud I) iUi~l attem-npt to stir-

Artiller% mclvmn rann et rc xrarrieii out todetcrninlu the: inc-idence and behax iorot atite rvspircitor%
disease inl nux% recruits and to ,ttidx thue influecu of curtain factors, sucth as double buinking, t% hich might haxc .11
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effect on the spread of tile infections. Clinical studies again emphasized the fact that there are fex differential char-
acte.ristics except those due to se% eritx in the group of cases nox' classifed as common respiratory diseases. A close
cleck %xas kept on the occurrence of meningitis, and the facilities of the Commisson Laboratory %x ere used in
collaboration with the Medical and Laboratory Services of the Station Hospital.

At% pical pneumonia has been the subject of continuous 1nx estigation. In addition to cinical studies, t%% o large
cxperimental in\ estigatons % ere carried out in attempts to reproduce the disease. In cooperation with the Antilles
Department Laborator, attempts i ere made to reproduce the disease in the mongoose it Puerto Rico. These gave
negatix e results. A preliminary experiment in human x olunteers (conscientious objectors) at Gatlinburg, Tennes-
see, hox% ex er, has been most enkouraging. It is felt that aty pical pneumonia has been transmitted to health% men,
using secretions ot the respirator\ tract taken from patients t% ith the disease. In Lollaboration x ith Dr. J. IV. Beard
and his staff at Duke Uni% ersitN, the three knox n stratns of influenza % irus-human influenza xiruses A and B and
s% me influenza-hax e been purified and concentrated. The physial and chemical prk perties of these purified
viruses have been determined, and electron photographs of the virus particles obtained.

Influenza % irus Ty pe A %% as isolated from patients at Fort Bragg during the epidemic v. hich occurred in No% em-
ber and December. Tx o ty pes of streptococcal infection %% ere studied. The first consisted of endemic ty pes of res-
piratory infection characterized b, exudati% e pharn ngitis and tonsillitis. The second %% as an explosx e food-borne
outbreak of septi sore throat. Sy stematic stud ief "_ ' L,,,o.teriology of the respiratory tract %% ere centinued, and the
effects of penicillin therapy upon the bacterial flora of the upper respiratory tract were noted.

Cases ot coccidiomy cosis %% ere disco% ered in an organization transferred to Fort Bragg following maneuvers in
an endemic area in Southwestern United States. The survey is being extended.

Field studies on atypical pneumonia were made at Maxwell Field and on infiuena at Camp Mackall.

Commission on Air-Borne Infections
Director: Dr. 0 11 Rol'ertson
I leadquarters: University of Chicaxo, Chicago. lllino:

The extensix e mx estigation of the bacteriology of the air in barracks and in hospital %x ards %%as finished at Cha-
nute Field in the fall. Muh fundamental information has been gained i,th respect to cross infections in hospital
x ards and to the transmission of respiratory infections through air. Control measures can be based on some of the
results of these studies.

On the negatix e ide, sterilization of the air by ultrax iolet light or gl) col x apors does not appear to be practicable
either in barracks oi all hospital xx ards, or in theaters In t:rtain types of tx ards or rooms, v. here humidity and con-
centratic.n of x apors can be accuratel) reg'ulated, striliation of the air b) ma) bepracticable. Al-

though the problem has been considered sex eral times, no acceptable method ofsterilizing the air on troop transports
has been dex eloped. The Commissions studies hav. shown that betd ing, blankets and comforters, harbor immense
numbers of baderia, including hemoly tic streptococci. These are liberated in great numbers % hen blankets are
Shaken in barracks. Floor dusts also contain large numbcrs of bacteria. By oiling the floors and by impregnation of
blankets and comforters, these sources ofair-borne baderia are almost eliminated. The methods are being tried out
on a large scale at Camp Carson, Colorado.

This -ommission joined xx ith the Commission on Ilemoly tic Streptocockal Infections in a combined attack on
problems of rheumatic fever. The location of this work is at Camp Carson.

Commission on Epidemiological Survey
Director" Dr. Francis G. Bake
I leadquarters: Yale Ln'ersity, New I laven. Connecticut

By agreement xx ith Stanford Unix ersitx, this Commission super% ises the tnx estgations and control of coccidi-
oidomy kosis carried on by Dr. Charles E. Smith Most of the knox n areas ol infection in the West hax e been defined
by this Commission and the results of these studies have kept the Armx %% ell informed. The information has been
particularly useful to the Air Forces and Ground Forkes. Cocidioiin for diagnosis has been Supplied to both the
Armx and Nax y. A diagnostic and consultatixeserx ice has been ma intained. Fhi , xork is the focus of all the Armx '.
investigative and control programs in this field.

By agreement xx ith I larx ard Unix ers ,t, this Commission has direction o% er tile continuou.. batteriologica i Sur-
ex of throat k ultures xx hich has been carried on in the First Serx ite Comnmand, at Fort Dex ens and Camp ldxx ardS.
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sii~ce 1941. The %% ork on meningocoCal carriers is the most significant outcome11 of these Atudies Thle Commission
has stimulated studic% of hemioly tic strcptococcal intections in Iluerto RicO Mid has ,tood readi to aid other Com-
missions.

Commission on Heitolytic Streptococcal Infections
Director: Dr. Chester S. Keefer
1 iadquiarters: Boston Unn'ersiti, Boston, Massiicliuselt s

This Commission xx as mainly occ' ipied %% ith niakingsu% ey -sof struptocotccal infections at camips in the Sex entli
Senx ice Command and %N ith organizing and putting into operation fundamntal -studies of the highly important
problems of rheumatic fex cr. A surx eN ot the occurrence of scarlet tcx er %% as made in February. Lateran important
surxexc of -streptococcal infections xx as made at I ort Francis E WV irren, Lou)% ry Field, Buckley Field, and Camp Carson.
From these sur% c% s, foiloxi ed b% conferences, there de% eloped a plan tor a oordinatc-d attack upon rheumatic fex er
and streptococcal infections. In'this attack, the Commission onl I icnoly tic Strept,)coccal Infections %%,as joined by thlt
Commission on Air-Borne Infections- With unstinted cooperation on the part of the Surgeon, Sex entli Serx ice
Command, the Commanding Officer of Camp Carson, Colorado, tile Surgeon of that Post, and medical and line
officers, laboratories xx cre provided, xx ard facilities miade ax ailable, and barrack bactMrOlOgical tudlies made

posil trug iln o lor adimrgnation of blankets and comntortc r-. This %%ork got tinder %al at Camp
Carson in December. If troop:strength at thle post is not redut -d too greatly, hsubstantia! results are anticipated Thecse
studies are someux hiat parallel to Similar ini estigatitins %% hich are be, ng carried out by tiw- Office of the Air Surgeon
Information will be ex~lhanged chiefly through the headquarters org-nizations of each group.

Commission on Influenza
Director: Dr. Tiwintas Francis, Jr.
Hiridntjnarters: Llii'ersityo ifMiclug~ai, Ann Alrbor. Michiganii

ThisCommission can record a% cear of ex traordinary achicx en'.mt prox iding information%%x hich promis'es to be
of inestimable benefit to the Armv' and to the cixvilian population

The chief aJ-iex ement %% as the preparation of a % accine against influenia containing both A and B % iruses killed

ox rmahii, OL~ t.-perinilitai I sting of tist! xaccine in human % olunteers (conscientious objectors,), the x accination
of some 1 3,000J ASTI ,unt at Arm% installations in a number of unix ersities in different parts of the countnx ,and
the careftil detailed obser% ations on th x accinated iniici iciuais and controls thrcughout th influenz.a outbreak of
Nox eraber and December 1943 Tist projct re oied extensixe organization. The Surgeon General approved
making flte xaccination compusory for selected groups and this in turn %%as% approxed b% thet commanding
directorate of thle ASTI, program. Put into effect in Octobier on the basis of the prece-ding careful studies, it %%as in
operation Il%% henlI influenza -struck in Nox ember. The results obtained b% % act-ination indicate that a definite de,-ree
of protec tion %Nxas produced. Further dexelopments are in progrvs . Early in 1943, a ixatch on influenza was
established by thle Commission for the purpose of detecting influeniza as soon as it occurred at Army posts. Facilities
of laboratories capable of identifying influenza % irus and of making thle ne~cssary serological tests were placed back
of tit- %, ork. Influenza x irus ty, pe A was first found in a s)mall outbreak in March. In Nox ember and December,
influenza x irus %% as identified at camps in the 2ncd, 3rd, 4th, 6th, 7th, 8th, and 9th Serxice -Commands. It is belieccd
that tis ,Army %xork through thle Commission %% as the onl% xx ork of its kind clone in the, ounti-N. It furnished Thle
Surgeon General and civilian agencieswxith precise and useful information.

During thc outbreak of influenza, the Commission xx a! aluxa~s icad% to turnish aix ice. The information it pro-
x ided xxas used in %xceklx bulletins sent by Thle Surgeon General to thlt Seeretarx of War and the Chief ot S -taff. The
Commission tested thet method of passix e protectionagainst influenza by nmeansof in haled spra'Ssol inmmu ieserum.
The results ixere essentially negatix c-Thle Commission continued its interest in Studies Ot atypical pneumonia and
of jaundice.

Commission on Measles and Mumps
Director: Dr. Joseph Stokes. Jr.
I leadqluarters: Lhtmierstiof Pen~vna Philadelphia. l'enwuhxii

In the studi of measles, theit Commi!ssion clearl demonstrated the proph% lac-tic xaiue of humtian gamma globui-
lin. Ad va nces were made also in the developmeint oif a vaccinei aga i nst mneasles
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HARRY FELDMAN, M.D.

There were thio5s 'ithin the ranks oif the ,\FEB w~ho alwais responded to a request for help. hlarrv
Feldman isamong the topof those on this list of dedicated medicl xientit%ind e pidemiologist,. Forse~eral
decade. ham ser% d as a pillar of pre, enti% e medicine and medicne at the Mite Unis-ersit% of Ne%% York
Upstate Medical Center at Svracuse. New York

Meningococcal and streptococcal dbease,and toxoplismiosis wsere his specialtie., but hie wVas kriosl-
edgeable throughout the field of infectious diseases. Oblectis it, calmness, and thor..ughness were his
trademarks. On numerous occasions, wshen sizable outbreaks )t nieningococcal and other infections
occurred, he responded to emergency request. frt.m the military In l9h3, on very short notice, llarrv
interripted his -L~etule at Siracuse to e~aluatc an outbreik of meningococcal meningitis at the Natal
Training Station in San DL'iO, California, ad%. icL %%as of inestimable' ilue to the D~epartment of the Navv
in limiting the outbreak. Again in 1966, 1 tarrn joined a hasti". assembled arm'. medical team at Fort Knox
to in'.estigate an outbreal, of meningococcal meningitis, where. for the first time, sulforidamide-resistant
strains '.%crc detected. I lam %'s %% ork in the laborator'., in the field, in th le cture hall, and in thle conference
room marked him as a distinguished leader.
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In the in% estigation of mumps, a notable ad~ ance t% as made b% the de% edopnie-t of a skin test for susceptibilits
to mumps, using as antigen material from the experimentall-i info, ted parotid gland o. the mo~nkei ,and in impro% c-
ments in tht: complement fixation test for resistance -)r mssceptibility to mumps. 6% Ithestl means, at %iould Ne pus-
sible to pick out the mumps-susceptible indis% iduals in an organization and Make scgre~gations if ntcessjr%. -Therv

were promising deselopmctnts in prepari.ig a %ackine for adtie immuni/ai.on ag~ainst mnumps_ Enpiduriologz.a"
stud jesof mumps occurring in the Army werecarried out at Cam~p Pitkett.Carmp McCo% ,and For! Lewis. These%%sere
the first studies of this kind to be made in American troops in this war.

%lumps consalescent serum was collected for possible use in proph-,laxis and therap . The usual human
gammra globulin was found to be without much promise in these respects.

The occurrence of acase of jaundice in a phi sician infected is ith mumps cons alescent plasma, vIlected b% tht
Comm ission st imulIa ted the interest oft the Com mission in problems, of the ca use, trr.nsmission and charackteris.ttcs of
homologous serum jaundice. and in the problems of tne post-%a anal hepatitis %%hi-l tkhocurred in the Arms. in 1942.
To kares% out the ex~periments, hiuman subjects are required. as the lo%% er animals are not susceptible- Studis "sere
gotten uinder %% as at the Commission headquarters using -, olunteers drass% n from groups of, niscientious objectors,
The disease has been trawnmitted experimentally to huian nbeings.

Cininission on AlIeingococeal Mfeninigitis
Direch'r: Dr. Johni 1. Phair
I Jeadquarters: Johns I loplins U~niv'ersity. Baltimore, NMarulanil

The Comm ission's la boratori sise the Arms Medical S hot.l in the identitication and t pingof meningococti
isolated from casmesof meningitis in soldiers. Ses eral thousandcultures, were studied and reported upon. This is ork,
together with analvsis of case histories and the effects of sulfonamde therap . %% as, brought to a conclusion.

When, during the 1942-43 outbreak of meningitis, it imas disco% ered at se% eral Arm% camps that sulfadiazine
taken b,. mouth %%ould promptly reduce or wipe out the meningo-oceus carrier state, it became importtant for The
SurgeonGeneral to know% the proper minimal dosageof thedrug and how% it should beadministered asa prtpph% lacti
against meningitis. The Commission undertook these detailed stud ies at Fort Meade, Man land, %s ith the toopcra-
tion of The Surgeon of the Third Sers ice Command and commanding officers at the Post. it %as determined that 2
grams of sulfadiazine in a single or divided dlose were sufficient to dear up the carrier state. This work was cor-
dinated with similar stud its conducted b% the Fourth ers ic., Command Lsboxrator%. On the basis o! the results. Cir-
cular Letter No. 170, subject- Proph~ lassof mening-.coccal meningitis b% use oif sulfaidiazine, daited 30 September
1943. was published bth Oie of the Surgeon General. The studies, were continued at Fort I cade to determine
the mechanism of the action of sulfadiazint. to compare the effficac of other sulfoniamidesn,,and to seesi e as a bamis
for further irr.pros) ement in the chenioproph% laxi- of meiningitis. During the outbreak of meningitis in the Arm%, the
advice of this Commission was sought repeatedly.

Commission on Neurotropic Virus Diseases
Director: Dr. John R. Pail
H eadquarters: Yale Unwiiersatu,. NCU' ~lIIi;-t'i. Coi.i.nec-'tit

Poliom% elitis, 1% mphocv tic choriomeningitis. and all types of entuphaliti' are the special sublects ot ins estiga-
tion b%. the Commission on Neurotropic, Virus Diseases. The Commission has brought together the best workers in
the countr% on these subjects and has enlisted the acti,. e participation of associates and the fac.ilities-_ of the Rockefeller
Institute for Medical Research. Its is ork is coordinated also %s ith the Laborators of Vzrus an~d Ricket tS~al Diseases at
th. Arm% Medical Center. In addition, the Commission worked clsl sith the National Foundation for Intantde
Farals-sis, through which suprlementary fund-% were made available by grants to Dr. Paul.

In addition ito diagnostic studies and iniet. igations of th~e neuroteopic % irus_-sand pathological lesions pro-
duc ed bs these-, inises. the Commission has de,.oted much time and effort to the des lopment of %actnesv which ma%
be suitable for use in immuniuing sold iers against encephAlii. This isork is- progressing. In the nortnsse= tern and
western regions of th, -ountrx -epidemniological surs cis were ma1de. The-sestirs e~s, [batkedl b% laboratorn studies.
have gi% en new% informiation about the animal recioi9rs of encephalitis s iru5 n-- the transmission of the intec tions
by moscluitoes.

In April, the Commission, at thc -reluest of the Surgeon of tht Middle L~it- Thea ter, t rga n ied an %:xptAdit ion to
in,.rstigate sandfl% teser. infectious hepatitis, and po!:om~elitis in E gypt anu North Afria. The group.,ent out to
do this %%ork consisted of Dr- Pau', Director. Major Albert B. Sabin. M.C.-iand Mlator Cornelius Ph.I-P.5Sn.C. The
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WILBUR AUGUSTUS SAWYER, M.D.

Wilbur A. Sav %yer became Director of the State Laboratory of California in 1910)and continued in this
position unt.I 191 i. Hie %%as then appointed Acting Exv.cutbv, e Head of the California State Board of Health.

Duigall th ,time hit aiisohltdd faculty positions at the University of Cal dornia. Dr Sa%%v er wasan authority
in th. fie!d of infeito's diseaises, and he devotted mutimie to thestutdy of la tent a nd car rier casesas ssou rt.Cs
'f inifection, particuilarv those of typhoid fever

Wile hie vas c the R,ckefeller Foundation, in 19 1, hie %%asaso appointed to lie AEBas Director of the
Com.aissioi on Tropical Di--'ases Originally,, this Commission %%as called upon to conduct surveillance
studiesanct render aditc onl suh epidemnisw~cses as malaria, typhoid fev er, dysentery, yellov, fever, and
rickettsial d'stvases bicause he was a SLA no .ader and his background in epidemiology and prev entive
medicine wa.,, tensiv e, Dr. 5awv'er vv asa a, to render needed advice to the Office of the Surgeon General
of hle Army.
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Commission established a laboratot y near Cairo shortly after arrix al During the year, sandflv fever was e\perimen-
tally transmitted to human volunteers, dimethyl p!.thalate .x as found to be an effecti% e repellent tor the sandfly and
much epidemiological and labo, atory data IwereI accumulated The Commission assisted the Army in dealingx', ith
problems ot sandflv fe er not only in the Middle East, but also in Tunisia and in Sicily In August, Major Sabin
returned to this countr'm %N ith %alluable material for use in a continu-1hon of the studies at Cincinnati. Cases of
pohomVeltlb in the Middle Last %% ere in estigated and mat.-ial returned for further study at laboratories in the
United States.

The hepatitis situat,on was defined as ope ,, the major medical-military problems of the American and British
Forces in North Africa and the Middle Ea ,i. Aside from apparent transmission of the disease (accidentally) by ;n-
jections of serum, the Commission ab:oad did not make a direct attack on the etiology of infectious hepatitis It plans
to carry such studie, for%%ard in tlkis country. During the outbreak of poliomyehti. in Texas in 1942-43, Dr. Paul was
called upon to make a surve' and to adx ise health officers and the Surgeon of the Eighth Ser% ice Command on meas-
ures ol control. The Comm,,ission's ad% ice was utilized also by The Surgeon General in dealing %% ith the outbreak of
poliomyelitis %N hich ,ccurred chiefly among ASTP students in California,, Texas, and Indiana last summer It is
greatly regretted that in the course of his mx estigatiois, Dr. John R. Paul became ill with jaundice about I December
1943. lNoi: Fortunately, Dr Paul iecovered fully after a short convalescence. i i Lvi

Commission on Pneumonia
Duect,,r: Dr. Colin M. MacLeod
Headquarters: New York Univetsity, New Yotk, New York

T'tus far, pneumonia, other than atypical pneumona, has not been a large problem in Army Camps The Coin-
miss.on has retained an interest in aty pical pneumonia and has sponsored some etiological studies. Most of the work
ot the Commission has been carried out at its base laboratory v, here studies hax e progressed on the improvement
ot culture media, mx estigations of mmunization against pneumoniw, and the treatment of empyema with penicillin
and fibrinolysin. Studies carried out by the Commission hax e sho%% n that a prompt immunological response may
be e\pected follo , ing a single dose of polysaccharides of ry pes I, 11, and VIi. The evidence is sufficiently good to
recommend a trial of these polysaccharides at an Army post where the pneumonia rate has been relatively high

Dr. MacLeod reported for duty at the Office of The Surgeon General, Pre% entive Medicine Di% ision, on 5 August
to assist in the administration of the affairs of the Board I h- r,iauned on duty at the office until 9 December His
services helped to cariy the work through a difficult period and he contributed ideas, information, and help to the
Epidemiology Branch and other Divisions of the SGO.

Commission on Tropical Diseases
Director: Dr. V. qlbur A. Sawyer
1Headquarters. The Rockefeller Foundation, New York, New York

There were four major projects of the Commission on Tropical Diseases There were (1) field and laboratory
studies of bacillary dysentery at Army camps, (2) an investigation of plasma levels of atabrine in soldiers on certain
dosage regimes, (3) a survey of knox ledge of leprosy, particularly in the Pacific Area, and (4) continuation of studies
of post-, accnal laundice (pre, ously mentioned under the section for the Board). In April, Dr. Carl Ten Broeck, with
the concurrence ot General King, %, as sent to Hax aii to m% estigate bacillary dysentery. H 2 found that the previously
troublesome conditions had been cleared up by excellent sanitary measures. His x isit was useful to medical and
laboratory officers to x% horn he brought information on new methods for carrier surx eys and control treatments
Later in the year, at the invitation of the Surgeon, Eighth Service Command, Dr. Ten Broeck and Dr Nelson
investigated bacillary dysentery in camps of German prisoners of war in Texas They found a high incidence of
carriers and assisted in applying measures to cure these carriers and to preent the spread of the disease For the
proper administration of suppressix e therapy of malaria, it %% as urgently necessary to determine the plasma levels
ot atabrine attained in soldiers under active training, and under simulated jungle conditions, x, hen these men were
gir en the recommended dosages of 0.4,, 'd 0.6 gram of atabrine per week With the cooperation of I IQ, Army Ground
Forces, I t Q, Armored Command, the Post Surgeon of Fort Knox, and the Commanding Officer, Armored Medical
Research Laboratory, a large and intens e mx estigaton of the problem ",as carried out successfully during the
period trom early August to 20 No% ember 1943. Dr. James A Shannon super, ised the work for the Commission on
Tropical Dseases. The experimental subjects were 250 soldiers from x arious units of the Armored command at Fort
Knox. The results of the study hax e been made ax ailable in a comprehensix e report %N hich has been distributed
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widely to other investigators in this country and in England, to Chief Surgeons in malarious areas overseas, and to
various Divisions of the Office of The Surgeon General The report presents the information desired on atabrine
plasma levels and indicates new lines of research to be followed for the impro%,ement of suppressive therapy of
malaria.

Troops in the Pacific Area, Africa, and the Middle East will me itably come in contact iN ith leprosy. For the es-
timation of the risk of infection, however minimal it may be regarded, and for the information of all medical officers,
it was necessary to undertake to assemble all a%. ailable information on the geographical incidence of the disease and
to issue such directives as would seem appropriate.

This project of a world survey of leprosy was undertaken by the Commission on Tropical Diseases with the help
of Mr Perry Burgess, President of The American Leprosy Foundation and a member of this Commission. Valuable
information has been provided and Circular Letter No. 180, Ion the subject of I Leprosy, was issued [on] 30 October
1943

Composed of experts on many phases of tropical medicine, this Commission is prepared to assist the Office of
The Surgeon General in dealing v. ith questions now arising co,1stantly as a result of the extent and long continuation
of the war in tropical regions.

S. Bayne-lones
Colonel,, Medical Corps, Deputy Chief
Preventive Medicine Service

A bibliography of scientific articles published under sponsorship of the Board and its Commissions for 1941-43
follows (Twenty-eight articles released for publication during 1943 are in press or have been submitted to journals)

Commission on Acute Respiratory Diseases
Dingle, j H, Abernethy, T J, Badget, G F, Buddingh, J G, Feller, A E., Langmuir, A. D., Ruegsegger, J. M, Wood, W. B..

Primary Atypical Pneumonia, Etiology Unknown. War Med. 1943, 3, 223-248 (No 3, March)

Sharp, D G, Taylor, A R, McLean, I W, Beard, D., Beard, J W, Feller, A E., Dingle, J. H Isolation and Characterization
of Influenza Virus B (Lee Strain). Science 1943, 98, 307-308 (No. 2544, October 1)

Taylor, A R, Sharp, D G, Beard, D, Beard, J W, Dingle, J H, Feller, A. E. Isolation and Characterization of Influenza
A Virus (PR8 Strain). I hnmunol. 1,43, 47, 261-282 (No. 3, September).

Taylor, A R, Sharp, D G, McLean, I W., Jr, Beard, D., Beard, J W, Dingle, J H., Feller, A E., 'urfication and Character
of the Swine Influenza Virus. Sclence 1943, 98, 587-590 (No. 2557, December 31).

Commission on Air-Borne Infections
Harris, T N , Stokes, J, Jr Air-borne Cross-infection in the Case of the Common Cold. A Further Clinical Study of the Use

of Glycol Vapors for Air Sterilization Am. I Med Sc 1943, 206, 631-636 (November)

Lemon, H M A Method for Collection of Bacteria from Air and Textiles Pro So'. Erper Biol.& Me-d. 1943,54,298-301 (No.
3, December).

Loosh, C G, Lemon, II M , Robertson, 0 ., Appel, E Experimental Air-Borne Influenza A Infection. I The Influence
of Humidity on the Survival of Virus in the Air Proc. Soc. E.xper Biol & Med, 1943, 53, 205-206 (No 2, June).

Moulton, S, Puck, T T, Lemon, H. M An Apparatus for Determination of the Bacterial Content of Air. Stence 1943, 97,
51-52 (No 2506, January 8)

Puck, T T, Robertson, 0 H, Lemon, II M The Bactericidal Action of Prop~lene Glcol Vapor on Microorganisms Sus-
pended in Air II The Influence of Various Factors on the Acti% it of the Vapor. ]. Liper M'd 1943, 78, 387-40t (No. 5, November).

Robertson, 0. f.. Air-Borne Infection. Science 1943, 97, 495-502 (No. 2527, June 4)

Robertson, 0 I-1 Sterilization of Air with Glycol Vapors The H-arkey Lectues Serie, 38, 1942-43, 227-274.
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The Sandfly Fever Study Group that was sent to Cairo and the Middle East in 1943
Left to right: Albert Sabin, M.D. Neil Phillip, Ph D., and John Paul, M.D.

Robertson, 0 Ff., Bigg, E , Puck, T T., Miller, B. F., Baker, Z . Sterilization of Air by Means of Germicidal Aerosol Mists and
Vapors P'ublication No. 17 of Tie American Association f~r thieAdvzancemyenit of ScW?ite 'Aerobwology." Washington, D.C., 1942

Robertson, 0 F, Puck, T., Lemon, F F, Loosli, C. C.. The Lethal Effect of Triethylene Glycol Vapor on Air-Borne Bacteria
and Influen/a Virus. Scien~ce' 1943, 97, 142-144 (No. 2510, February 3)

Wise, H1, Puck, T T , Stral, FlI. M.. Rapid Colorimetric Method for the Determination of Glycols in Air. 1. Bhi. C/tein. 1943.
150, (No 1, September).

Commission on Epidemiological Survey
Smith, C. E. Coccidiomycosis M. C/in North Amnerica 19413, 27,279-807 (No. 3,May)

Conn";ssiont on Hemiltic Streptoccal Infections
;!comfield, A L, Rantz, 1. A An Outbreak of Streptococcic Septic SoreThroat man Army Camp. J.A.M A. 1943,121,315-

,'zi IN l.January30).

**,entker,' F"F. The Relation Bet%%een Scarlet Fe,, er and MorbiditN anid Streptococcu.-js Carrier Rates. Am. I. I1. 1943,38,
207-2i0 (No. 2, September)

61

1943 Commission Report



The Ai mned Forces Epideniologu at Board

Sthsentker, F. F Surk e% ofIl oh tic Streptococci in Certain Arm Camps. ,Xrinm, M Bull 1943, 94-104 kNo bjaiuar ).

Comnmission oil Influentza
Francis, T., Jr Influenza Circular Letter No 124, SCO War Med 1942, 136-138 (No 1, Januarv).

Frands , T ,Ir , Salk, J L A Simplified P'rocedure for the Conkentration and l'uriticatiOnl Of Intfl~lun,. % irWs !YLwOU' 1942, 96,
499-500 (No 2500, November 27)

1 lopps. lII C , Moulton, S Acti% c I1% persensiti% itx from Inhalation ot Fminc Atomized Fluid AntigL.-s Pro, Sm. Exper
Blot & Med. 1943, 54, 244-245 (No 2, November)

Comm~ission onl Measles and Mumps
Mans. E P, ,Rake, G.. Stokes, J , Jr., Shiatfer,. 1: F, O'Neil, G C Stucies on Mleasles V. The ReSlts Of Chance and P'lanned

Eyposure to Unmodified Measles % irus in Children Pre% iousls% Inorulated v.x ith Egg Passage Measles \ irus.1. 1 l'cdiit. 1943, 23,
376-380 (No 4, October)

Rake, G Experimental Inve~tigation of.Measles. J Pediat 1943, 23, 370-38t0 (No 4, October)

Stokes,, J , Jr , O'Neil, C. C , Shaffer, M F, Rake, G , Manis, E P Studies onl Measles IV Results, Fo0l0%% Ing In0culaition Of
Children with Egg-Passage Measles Virus. I Pediat 1943, 22, 1-16 (No 1, january)

Commoiss ion onl Meningococcal Meningitis
-,uhils. D M.. Feldman, 11. A Laboratory Methods Used in Determining tht \ alue Of SufdaiPa aslrophv lactic

Against Mientigococcic Infections A.I Pull. Health 1943, 33, 1461-1465 (No. 12, December).

Miller. C IV., Beckei, R M ,Schad, D., Robbins, M. W The FtIfect of H-eat onl the Toxic and Antigenic properties of
Memingococcus I. infect Dis 1943, 73, 248-256 (No 3, November- December).

i I Smih I) G Rooi t. C M The U',' fChc. . !h 5pL,, w i,,S"' Tx P R d ,ivcm f Nt i',:ria. Prot. 5mc.
r' Biol & Med. 1943, 52. 72-73 (No 2, February).

Schoenbach, E 13. The, M1enngocockal Carrier Slate MI Arm L);stritt ot Columbia 1943, 12, 41',-420 (No. 11, No% ember)

Kuhns. ) M . Neun,C T .Feldmlan, II A, RoIarkd. I The l'roph% lactic \ aloe oit Sulfadjia.ne in the Control ot Meningococ-
cic Meningitis. /A MA. 1943, 123, 335;-339 (No 6, October 9)

Cominission onl Xeurotro pie Virus Diseases
Bralu',A. E.Sanders, M Treatment of Epidemic KeratOC0nlutitItS .A1M A 1943. 121. 999-1000(No 13. March 127)

CasalS. J. Nutralizing and Complement-fixing Antibody Production and Resistance Foillox ing kaaccination in Experimen-
tal Encephalitis Infections 1. Eyper. Med 1943, 78. 447-463 (No 6, December).

Casals. , S~hneider. 11. A . Natural Resistaniceand Susccptibilitx to Russian Spring-Suimmer Encephalitis in.Mimce l'ro Soc.
eA7 Bio/ & Med 1943. 54, 201-202 (No. 2, November)

C...alsj , X% eb-ter, L T Close Relation 130ecile Russian Spring-Summier Enlephadlitis and I ouping IIl % iruses SOCIcn 1943.
97, 246-248 (No 2515. MIarch 12).

D~aniel-,, W B., Crennan, I1I A . l'retibial Fever--An Obscure D~isease. /.A MLA 1943, 122. 361-365 (No.60, June 5).

I lamilion, t%' MCI) . Reexeus, W C Laborwtor, Tran~.missioi; ofct L~OUIS En1Ctphalitis % irus bk Three Cnira of Mosquitoes.
l:xper Med 1943, 789, 241-253 (No 4, Octob. 1

1 I lnI Mon., W. Mk D., ReLC.eS, W. C.. Laborator', Tran~.is,%-on of Western LkIUineU Lncephalomxeliti' % irjs by Moquitoes of
t ie Genera Culei and Cuhi~efa. 1 1*ift-r. Mid 1943, I.9, 42",-34 (No 6, December)

Olitsk',lP K ,.Schlesinger, R W , Morgan. I M Ilnducccl Res1Mistnc of the C .cntral Ncr% ouSy6 stem to Experimenta ifecti a
ixit lqun Fncphlnnelti i u. IStrotherapx inWsenLiu Itcin q .iir Mced 1943, 7.,359-374 (No,.4, April 1)

Sabin, A B,DIutt,C I-,WamrrenJ, Ward, R., Pc,1k, J I. ,Ruchmnan,1 II e st Loui'and lapaneuse lIypvs ot Epidelic Enl
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cephialitis de'.elopment of NorunieiL, , >.-t:ws Report of Basic D~ata I A A I A 1943, 122, 477-486 (No 8, June 19)

Sanders, Mv Epidemic KeratoconjUnctivitis. Scient Monthly, 1943, 57, 469-472 (November)

Sanden,, \1 Epiderni KeratocoiJui'.tI itisl ("Shipyard Conjunii itis") I Isolation ot a N irus Atth Ophili. 1442, 28, 581-
586 (October)

Sanders, \1 , Alesander, R C. Epidcnli Keratoconjuncti. itis I Isolation and Identiftation ot a Filterable % iru . 1 1 yp'r
Med 1943, 77, 71-96 (No 1, Januarv)

Sanders \1 , Gulli'.er, F D. Forchhiimer, !- 1. ,Alexander. R C IEpilenliL KuratoLonjuncti'. iti, CliiaI aand I'.perimental
Stud% of anl Outbreak in Ne'.' York Cit'. Further Obs erxations, on thie Spet.11h Relationship lBet%.'een a % irus and the Disease

I AAlA 1943, 121, 250-255 (No 4, January 23)

Schlesinger. R. WV, Miorgan, I NM , Olitsk%, P K Transmissi&'n to Rodents of Lansig T% pe Pooim vlitis \ irus Originating
in thle Middle East Science 1943, 98, 4.52-454 (No 2351, No%. ember 19)

Stuck, WV G, Loiselle, A 0 Thle 1942 San Antonio I'OhomlNelitis Epidemic. I.A N1 A 1943, 122, 853-855 (No, 13, Jul.. 24).

'AoodlandJ C , kiJ)o.'ell,.M MI , Rlthards, J T Bullis Fel. er (LoneStar Fe% er-Ti.k Fe% er). An Enldeii. Disease Obser% ed
at Brooke General I lospital, Fort Sam H-ouston, Texas IA.M A 1943, 122, 1156-00 (No 17, August 21).

Commiissioun on fPnezninonia
MiacLeod, C. MI Primar'. At'. pical Pneumonia, Etiolog , Lnkno'An. ArmN NI. Bull, 1942, 31-35 (No 61, April) Wir Med

1942, 2, 330-333 (No 3, Mvarch)

C oininission on Tropical Diseases
Kuhns, D NI Trhe Control of Endemic and Epidemic Diarrhea South Ml. 1 1943. 35, -393-401 (No t6, June)

Russell. P' F, Rozeboom, 1. E - Stone, A Ke~s jthL Anoipheline Nlomqitoes in the World Ant. ifnt. So. Atad. Nit. St i.
Plnla. 1943. (September 7)

IPreventiv'e Medicine Service, Articles Relative to the Boardl
Bal, nc Jone!-, S B~oard for the Ink. tstigation and Control of Intluenza and Other Epidlerm Disease, InI thle Arms - Arnie Ml.

Bull 1942;, 1-22, (No 64, October)

Ba'. ne-Jones, S The Ci'. ilian Epidemiological Board 1%eeAl N'ogre- Report-SOS 1942 (October 17).

Ba% ne-Jones, S The Outbreak of JaundiC in the Arm'. I A.MlA , 1942, 120, 51-33 (%o. 1, September 3). Mil Surgeon 1942,
91, 386-39* (No 4, October).

SimmoisJ S The D~i% ision of Pre%. enti,6 e Niedikine, Office of I lie Surgeon G~eneral, I-nited States Arm'. Arnn Al. Bull. 1941,
tO-"8 (No. 57, July)
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PART II

The Transition to the
Armed Forces Epidemiological Board

The Board for the Investigation and Control of Influenza and Other Epidemic Diseases in the Army
and its Commissions continued to work on numerous studies, some on a continuing basis and others
based on immediate needs. In 1944, the name of the organization was changed to the Army Epidemiol-
ogica! Roard, but its relationship to the military, its functions, and its Commissions were unaffected.
Some of the significant contributions that were made by the groups that were active through 1944 are
summarized and follow:

*The Respiratory Disease Commission made epochal epidemiological studies of acute diseases of the
respiratory tract at Fort Bragg. Some of their findings were: (a) that Acute Respiratory Disease (ARD)
was the predominant xe-piratory infection at military training posts and in recruits; (b) that epidemic
influenza A had a distinctive epidemiologic pattern different from ARD; (c) that patients with
primary atypical pneumonia developed cold agglutinins (about one-third did; the volunteer subjects
developed immunity in contrast to convalescent ARD patients); and (d) that other infections, such as
Group A beta-hemolytic streptococcal infections, bacterial pneumonia, and rubella, were atypical of
those diseases, and were not dependent on the occurrence of acute respiratory diseases.

*The spread in hospitals of air-borne microorganisms became a major program that led to studies of
sterilization of air in occupied enclosures with ultraviolet light, propylene glycol vapor, and the
combined effects of each on dust-borne bacteria. The bactericidal and viricidal properties of other
glycols were also evaluated.

*In the Ninth Service Command, the Commission on Epidemiological Survey developed new knowl-
edge of the incidence and epidemiology of coccidiomycosis; significant new information evolved re-
garding the prevention of this fungal infection, for which there was no specific cure. Clinical studies
showed the variability of clinical manifestations; through surveillance, the incidence of infections,
the pathogenesis, and preventive measures useful for control were elucidated.

*The streptococcal grouping and typing of sera useful for identifying hemolytic streptococcal infections
made it possible to diagnose, detect, and understand how and where such infections occurred. The
identification of the relationship between carrier rates and secondary cases was a major advance by
the Strepococcal Commission. They investigated the practical use of the antifibrinolysin test as a
measure of streptococcal infection. The Commission's confirmation that rheumatic fever developed
following hemolytic streptococcal infection was of great medical significance to the military,

*The program on influenza was aimed at (a) developing and purifying antigens, (b) detecting new
antigens, (c) studying clinical and immunological features of the disease, and (d) studying the genetic
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1944 Army Epidemiological Board and Commission Directors

Front row, left to right John 11. D~ingle, Joseph Stokes, Jr , 0 T. Averx'; Brig. General James S. Simmons.
F~rancis G Blake, President of the Board, Stanhope Bayne-Jones, Admiinistrator, 1: !V' Goodpiasture, and
Josepha T. Wearn.

Second row, left to right: (unidentified), J J Phair. A. J. Warren; A R. lDoche/; 0 11. Perry P'epper,& 0-1
Roberts;on. Kenneth F Mawcv; Colin M. MacLeod, Che.stur S Ke'efer; and John R. Paul.
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shifts of the virus, all of which were aimed at the development of effective methods of immunization.
Working in association with the pharmaceutical industry, an influenzal vaccine containing types A
and B of the inactivated viruses was produced. Research was also directed toward the development
of chemical agents to decrease the dissemination of the influenza viruses during epidemics.

*There were specific efforts directed toward the development of effecti-ve vaccines for measles and
mumps. This early work led directly to the availability of effective biological vaccines. The
Commissions sponsored work on (a) the evaluation of immune globulin for passive immunization
during epidemics, and (b) for therapy, especially for meningoencephalitis, which is a serious
complication of these diseases, particularly of measles.

*Members of the Commission participated actively in the investigation of outbreaks of meningococcal
meningitis in various Army posts. Strains of meningococci were collected, typed, studied, and stored
for use in preparing valuable meningococcal typing sera and studying pathogenesis in animals. The
Commission initiated studies, which were conducted jointly and collaboratively with intramural
Army scientists, that ultimately led to the preparation of a purified polysaccharide vaccine.

*Members of the Commission worked on the isolation of vii us strains and serologic surveillance that
mapped, in the United States and elsewhere, the occurrence, incidence, and geographic localization
of neurotropic virus diseases such as poliomyelitis, lymphocytic choriomeningitis, the eastern and
western equine encephalitides, and St. Louis encephalitis. The broad objective of this program was
to develop effective protective vaccines. This Commission's contributions culminated in medical
advances of historical significance.

'In addition to its field and laboratory studies, the Commission on Pneumonia sponsored and investi-
gated polysaccharide pneumococcal vaccines. Chemotherapy using sulfonalimide, gramicidin, and
penicillin were evaluated by Commission members.

'Although not fully organized until January 1942, the Commission on Tropical Diseases planned studies
on malaria, yellow fever, rickettsial diseases, and dysentery. This Commission was short-lived
because the categories of interest were so important that separate Commissions were organized:
those on Malaria, Rickettsial Diseases, and Enteric Diseases. Problems of yellow fever and dengue
were distributed to the Commissions on Virus Diseases and Immunization. The Commission on
Tropical Diseases conducted an intensive study of an outbreak of bacillary dysentery at Army posts
in Texas, which was brought under control.

From May to December 1944 the Subcommission on Dysentery of the Commission on Tropical
Diseases of the Army Epidemiological Board made an extensive survey in the India-Burma theater to
evaluate the incidence, epidemiology, means of detection, methods of prevention, and control of
diarrheal disorders, particularly bacillary and amoebic dysenteries. This thorough field study was
conducted by Drs. Carl Ten Broeck and John B. Nelson, members of the Commission on Tropical Diseases,
and Major Gustave J. Dammin, MC, Executive Officer of the mission and officer on assignment to the
Preventive Medicine Service in the Surgeon General's Office. The report that Major Dammin wrote
stressed the need for better means of (a) clinical and laboratory diagnosis of the two major types of
dysentery, (b) the importance of training technical personnel to improve laboratory and morphological
diagnoses, (c) the importance of rigid control of water and food supply, and (d) the careful monitoring
of food handlers.

Viral hepatitis debuted as a global problem in 1940. The initial scientific studies on jaundice related
to hepatitis (formerly called catarrhal jaundice) were sponsored by several Commissions of the Board.
Dr. Joseph Stokes, Jr., and his associates Captains John R. Neefe, Jr., MC, and Sydney S. Gellis, MC,
working at the University of Pennsylvania, the Pennsylvania State Hospital in Philadelphia, and the New
Jersey State Hospital, conducted crucial studies on the infectivity of the hepatitis virus and the protective
effect of immune globulin in volunteers. This work was conducted under the aegis of the Commission
on Measles and Mumps. Dr. Thomas Francis, Jr., and his group, who had been working on influenza at
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July 1947, near Bayreuth, Germany. Dr. J. R. Neefe, left, Dr. W. P. Havens, and an
unidentified acquaintance on a reconnaissance mission to determine the best location
for a hepatitis center.

Ann Arbor, studied the infectivity of the hepatitis virus using blood serum, hepatic and brain tissues, and
mosquitoes. These studies, conducted with volunteers, were performed at the state prison in Jackson,
Michigan. While at Yale, Dr. W. Paul Havens, Jr., working under Dr. John R. Paul as a member of the
Commission on Neurotropic Virus Infections, studied the infectivity of hepatitis viruses in animals and
humans. Charles A. Janeway, M.D., of Harvard, was a major contributor to these studies.

This hepatitis work, performed under AEB sponsorship, was the first of many studies to confirm that
(a) infectious hepatitis is caused by a virus; (b) there are two or more types, not one, of viral hepatitis; (c)
the incubation period of the two types differs (ranging from about thirty days for infectious hepatitis to
six weeks or more for serum hepatitis); (d) immune globulin either prevents or ameliorates an attack of
naturally occurring infectious hepatitis; and (e) contaminated water is a likely source of infection.
Because the hepatitis problem was immense, the Commission on Liver Diseases was organized in 1947,
and was directed until 1954 by Dr. Cecil Watson of Minnesota.

The 1945 Annual Report of the Army Epidemiological Board

In January 1946, Brigadier General Bayne-Jones prepared the following annual report, which
summarizes the activities of the Army Epidemiological Board during 1945:
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CECIL J. WATSON, M.D.

While he was a student at the University of Minnesota School of Medicine, Cecil Watson cultivated
interests in pathology, clinical chemistry, and microbiology, which he continued during his residency
triining and throughout his career. As Chairman of the Department of Medicine at Minnesota he excelled
as a teach-r, and as a clinician and investigator he trained some of the future leaders in this field. He was,
without doubt, ono of the nation's leaders on porphyrin metabolism, and was one of his generation's most
important medical statebmen.

The AFEB asked Cecil Watson !n organize and direct its Commission on Liver Diseases, which he
chaired from 1947 to 1954 Under his guidance, and with the help of other authorities on hepatic disorders,
the Commission provided inestimable help to the military ser :ces New means of detection, treatment, and
prevention of hepatitis and other hepatic diseases were clarified, and net,, !eads to the solution of these
problems were identified.
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E-stablished b% theSe.cretar% ot War injanklar% 1941, this Board and its tenl Commissions~ompleted the fifth Near
ot actix MxntleIl estigation and control of influenhza and other epidemnic diseases in the Arm% It as-.sisted inl
super% ising the produdion ot thle influenza x ac-tjne ix hich i %as adopted for the Am% and used for the x ackina'ion
ot troops %% ithl sukce-sstul results, in the fall and N% inter of 1945 Fore-seeing that Japanese B encephalitis %% ould be a
danger to troops in- adiifg Japanese territory , protedi% e measures %ixere planned and ax a ccine prodULed in thle first
part of thle% ear. These measures %% ere reai for use xx hien the disease broke Out onl Okinax a Wh~en American troops
landed onl Lex te, theN %% ere exposed to a serious disease caused b% a %% orm-parasite %% hich de% elops in blood x essels
lo0 combat this, a Commission %%ias sent to the Pilippines, to ill estigate and de% ise: methods of protection against
sLhistosomniasis. Thle dengue fex ers ha% e at times been a considerable cause of sickness in troops. Various tN pes of

denge xiru wee r~oguedanda xa~ue aaint dngu ixas repredPneumonia has not been a se% ere cause
ot sitkness in this xx ar, but %%,as poteotially dangerous and %% as important at some posts- To help pre% ent it, a method
of imnizMation against pnleumonia %% as de-x eloped, to be a% ailable inl kase of need. Troops in Ital% and ci% ilians at

institution1s %%ecre Protected against hiepatitis t% ietctions of hu man imimun sc rumn lb n A Commission aided
in the studix of diphtheria In troops in Italy antd Geriaa nN anrd as!sistd in im ilproi ing met hods ot laboratfory diagnosis.
A spc. a %%-1-'. ni.de of special types of paralysis, some of which ire attributable to diphtheria A
representatix eof thle Board made asurx e'. ot leprosil iw IL1Th- !c Asoa possible add itional %% capon against
the spread ot poliomy elitis, DD)T %xas Used to control flies which might carry the disease. Thle Board and
Conlmissions xx orked onl manN problems and furnished much expert information and adx ice of x alue to the
prexentive medicine program of the Army.

Thie bibliography% Of scientifii %% ork done bi AEB and Commission members for 1944 and 1943 follows.
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i7, 40)-41
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diff.'rent types of hemol% tic streptococc: to produce scarlet fe% er. I Amn Mcd. A stit-. 1944, !24, 564-566

Hamburger, M., Jr Studies, on thle transmssion of hemol, tit. streptototcus intettions. 1. Cross infedmions in Arm% hospital
wards. 1. Infect. Dms 1944. 75, i8-70.
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pneumonia and other respiratory tract infections to the mongoose. J. Imunol. 1945, 50, 107-114.

Commission on Acute Respiratory Diseases, and Kap;.n, M H A study of the fibrinolysin-antif.brinolysin reaction. Scietce
1945, 101, 120-122

Commission on Air-Borne Infections
Hambur ,er, M., Jr, Puck, T. T., and Robertson, 0. H The effect of triethylene glycol ,.apor on ai-borne beta hemolytic

streptococci in ospital wards. 1. Infect. Dis. 1945, 76, 208-215.

Puck, T T, Hamburger, M, Jr, Robertson, 0 H and Hurst, Valerie The effect of triethylene glycol vapor on air-borne beta
hemolytic streptococci in hospital vards. 11. The combined .. , on of glycol ',apor and dust control measu.es. I Infect Dis 1945,
76, 21 5-225.

Hamburger, M., Jr, Robertson, 0. H., and Puck, T. T. The present status of glycol vapors j, air sterihzalion. Am. 1. Med Sc.
1945, 209, 162-166

Harris, T N ,and Stokes, J Jr Summary of a 3-year studv of the clinical applications of the disinfection of air by glycol V apors
An 1. Med. Sci 1945, 152-156.

Loosh, C G-, and Robertson, 0. H. Recent studies on the control of dust-borne bacteria by treatment of floors and bedclothes
with oil Am I Med Sc. 1945,209, 166-172

Commission on Epidemiological Survey
See Ithe entries included in the] Commisson on Influenza.

Commission on Hemolytic Streptococcal Infections
Rantz, L A., and Randall, Elizabeth. A mod fication of the technique for determination of the antistreptolysin titer. Proc

Soc Exper. Biol. & Med 1945, 59, 22-25.

Rantz, L A, Spink, W W, Boisvert, P., and Coggeshall, H The Treatment of rheumatic fe,,er with penicillin. J. IPedtat. 1945,,
26, 576-582.

Commission on Influenza
Francis, R. D, and Gordon, F. B Culti' ajio of '. ruses of the psittacosis group in th. allantoic cavity of chick embryos. Proc.

Soc. Exper. Biol. & Med 1945, 59, 270-272.

Hale, W. M , and McKee, A. P. The intracranial toxicity of influenza virus for mice Proc Soc Exper. Biol. & Meit. 1945, 59,
81-34.

Hilleman, M. R. Immunological studies on the psittacosis-ly.nphograruloma group if Niral agents. 1. Infect Di,. 1945, 76,
96-114.

Jones, Marion Adaptation of influnza virus to heat Proc. Soc. 1:.iper. Biol. & Med 1945, 50, 315-319.
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McLean, I W., Jr., Beard, Dorothy, TaN lor, A. R., Sharp, D. G., and Beard, J W The antibod, response of s%% me to ,accination
with inactivated swine influenza virus Science 1945, 101, 544-546

McLean, I. W, Jr, Cooper, G. R, Taylor, A. R., Beard, Dorothy, 'nd Beard, J. W pH of the chorio-allantoic fluid of chick
embryos infected with influenza virus B. Proc. Soc Exper Biol. & ,... 19,15, 59, 192-195.

Meiklejohn, G , Eaton, M. D, and ,an Herick, W. A clinical report on cases of primary aty pical pneumonia caused by a new
virus. j. Cln Investigation 1945, 24, 241-250.

Plummer, N , Duerschner, Dorothy Rhoades, Warren, H D., Rogliano, F T, and Sloan, R. A [enicillin therap, in hemolytic
streptococci pharyngitis and tonsillitis I Ain. Med Assoc., 1945, 127, 369-374.

Salk, J. E. The immunizing effect of calcium phosphate adsorbed influenza virus Science 1945, 101,, 122-124.

Sharp, D. G., Taylor, A. R., McLean, I W., Jr, Beard, Dorothy, and Beard, J. W. Densities and sizes of the influenza % iruses
A (PR8 strain) and B (Lee strain) and the swine influenza virus. J. Biol. Chem. 1945, 159, 29-44.

Taylor, A. R, Sharp, D. G., McLean, I W., Jr., Beard, Dorothy, and Beard, J W Concentration and purification of influenza
virus for tl preparation of vaccines. J. brmnunol. 1945, 50, 291-316.

Commission on Measles and Mumps
Endets, J. F. A summary of studies on immunity in mumps. Tr & Stud. Co!l. Physicians Philadelphia, 1945, 13, 23-36

Enders, J. F., Kane, L. W., Cohen, S., and Levens, Jeanette, H. Immunity in mumps I. Experiments with monkeys (Macaca
mulatta). The development of complement-fixing antibody follo% ing infection and experiments on immunization by means of
inactivated virus and convalescent human serum. 1. Exper Med. 1945, 81, 93-117

Enders, J. F., Cohen, S., and Kane, L. W. Immunity in mumps. II The development of complement-fixing antibody and
dermal hypersensitivity in human beings following mumps. J. Exper. Med. 194i, 81,119-135

Kane, L. W., and Enders, J. F. Immunity in mumps Ill The complement fixation test as an aid in the diagnosis of mumps
meningoencephalitis. J. Exper. Med. 1945, 81,, 137-150.

Stokes, J., Jr., and Neefe, J. R. The prevention and attenuation of infectious hepatitis by gamma globulin. Preliminary note
1. Am. Med. Assoc. 1945, 127, 144-145.

Commission on Meningococcal Meningitis
Kabat, E A, Miller, C. P., Kaiser, Hilda, and Foster, Alice Z. Chemical studies on bacterial agglutination VII. A quantitative

study, of the ty pe specific and group specific antibodies in antimeningococcal sera of % arious species and their relatwin to mouse
"-otection. I Exper. Med. 1945, 81, 1-8

Phair, J. J., and Schoenbach, F. B. The transmission aid control of meningococcal infections. Ant I Med Sc. 1945, 209,69-
74

Schoenbach, E B., and Phair, J. J. The dissemination and control of meningococcal infections I Mt. Sinai Hosp 1945,12,624-
636.

Commission on Neurotropic Virus Diseases
Ha,.ens, IV. P., Jr. Experiment in cross immunity bet*, 2en infectious hepatitis ,.nd homologous serum jaundice Proc So

Exper. Biol. & Med. 1945, 59, 148-150.

Havens, W. P., Jr Properties of the etiologiL agent of infectious hepatitis. ProL So. Exper. Biol & Med. 1945, 58, 103-204

Ha% ens, W P.,Jr, Paul, J. R, ,,in Rooyen, C. E., Ward, R, Drill, V A., and Allison, Nancy H. Human transmission of infective
hepatitis y the oral route. Lancet 1945, 1, 202-203

Morgan, Isabel i Quantitatxe tjdv of the neutralization of v.estern equine en.ephalomyclitis tirus by its antiserum and
the effect of complement J. Inimuntttol.. 1945, 50, 359-371.
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Olitsky, I' K, Morgan, Isabel M ,and S hlesinger, R IV'ciain~ih~ros~ sen ~izee~paoylts' rss
comparison as antigenis and as test inocula. l'roc Soc Eipt'r. Budl. & led. 1945, 39, 93-97

Sabin, A B3,anld Schlesinger, R< W Production of immunity to dengue % ith, irus moditied by propagation itnmiLe St en~e
1945, 101, 640-042,

Comnmission on P'neumonia
Christensen., L R,. Streptococcal fibrinolxsi,. a proteoly tic readion dule to a seruim enlzvme adtiated by streptococcal

fibrinolvsin. 1. Gen. I'/istol W945, 28. 363-383

dle~ara, P' F, and Ruth, I The relati' t:susceptibilitx of normal and x-rayed miceuof different stocks to pneumotropic viruises.
I Ininaol 1945, 50, 255-264.

The tables showing some of the contract data and expenditures for the fiscal years 1943-1946 that
originally accompanied Bayite-Jones's report are shown in Appendix I of this volume, which deals with
the funding of the Board.
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PART III

The Postwar Planning for, and the Reorganization of,
The Army Epidemiological Board

In late 1945, Brigadier General Simmons and Brigadier General Bayne-Jones began to plan for the
medical researLh that would be needed by the Army after the war. Stanhope Bayne-Jones sent the
following memorandum, dated 26 November 1945, to Colonel Roger G. Prentiss, Jr., chairman of the
Army Medical Research and Development Board, which discusses their postwar plans and recommen-
dations for the Army Epidemiological Board:

a. From time to time since August 1944, reports and recommendations have been [made] regarding the postwar
organization and operations of the Army Epidemiological Board. The continuation of the Board in a modified form
v as recommended in letter of 12 August 1944 from The Surgeon General to the Commandin General, Army Service
Forces It "as stated that the Board would -oncern itself almost exclusively with investigation of problems of
communicable diseases, although its functions might be broadened to include problems of nutrition and industrial
hygiene. No fundamental change in the field of the Board's acti% ities was contemplated. Since August, details of
plans and recommendations have been changed to some extent. As they are understood by the undersigned, tnese
details are summarized, with indications of actions taken or recommended as follows:

(1) Integration of the Army Epidemiologica;lBoard with the Army Medical Research and Development Board.
This is provided for by SGO Office Cider No. 194, dated 17 August 1945.

(2) The President of the Army Epidemiological Board to be a member of the Army Medical Research and
Development Board. SGO Office Order No. 194, dated 17 August 1945, provides for this.

(3) Invitation to Dr. Francis G. Blake to continue as President of the Army Epidemiological Board. Recommen-
daton to be submitted through 'he Army Medical Research and Development Board to The Surgeon General.

(4) Relation between the Army Medical Research and De% eiopment Board ind Pre% entive Medicine Service in
the administration of the Army Epidemiological Board. This is to be determined by conferences in the near future.
It is understood that the Army Ep~der uological Board, as its name implies, is to function in close coordination with
Preventive Medicine Service.

(5) The present organization of the Army Epidemiological Board will b,- dissolved as of 30 June 1946.
(f) The reconstituted Army Epidemiological Board is recommended to consist of A Central Board composed

of five (5) ci% ilian consultants, the President and four others Commissions to be formed from time to time for specific
investigations, X% hich may be brief or long-term investigation,, in field studies and at institutional laboratories. A
total of 25 ci% ilhn Consultants are recommended. Of these, five v ill be on the Central Board and twenty may be
members of Commissions.

(7) Consultants recommended for appointment as Conbultants to the Secretary of War in Epidemic Diseases.
(8) Consultants will not be paid salaries, but will be paid travel expenses, per diem and honorarium not to exceed

$50. per day while on active duty under orders.
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(9) Expenses of research to be provided for through War Department medical research contracts with civilian
institutions.

(10) For the Fiscal Year 1947 (1 July 1946 to 30 June 1947) the sum of $200,000. for the research expenses of the
Army Epidemiological Board has been recommended. Formal recommendation for inclusion of this item in the
Medical Department budget has not yet been presented to the Director, Fiscal Division, SGO.

(11) Close the Acute Respiratory Diseases Laboratory at Fort Bragg (Class IV Installation) as of 30 June 1946.
(12) No new construction for the Army Epidemiological Board is contemplated.
(13) Discontinue t)? allotment of officers for the Army Epidemiological Board as a Miscellaneous War

Department Activity as of 30 June 1946. This is now in process.
(14) Provide on the staff of the Army Medical Research and Deielopment Board the following full time

personnel to assist in the administration of the Army Epidemiological Board:
One (1) officer, Medical Corps, Ipreferably] in grade of Major or Lt. Colonel.
One (1) secretary, CAF-5.

b. The above summary of plans and recommendations contains the major items which have been under
consideration It is not complete in al! respects. It is anticipated that additional recommendations will be submitted
as the result of further conferences.

S Bayne-lones
Brigadier General, USA
Deputy C.'ief, Preventive Medicine Service

Forwarded with approval

James S. Shmnons
Brigadier General, USA
Chief, Preventive Medicine Service

Brigadier General Simmons corresponded with Dr. Blake on 29 November 1945, further expressing

his views during this critical period. In spite of his great responsibilities at Yale, Dr. Blake agieed to
continue as President of the Board. That letter follows:

Dear Francis:
For some time I ha% e been concerned about The Surgeon General's postwar plaxs for medical research. About

two years ago, I submitted a recommendation outlining certain general principles which I thought might be utilized
in developing a strong plan. Since that time the Board has been set up in the office and The Surgeon General has
assigned Colonel Prentiss as its director. In the organization of this Board, provision is made for retaining the Army
Epidemiological Board in the modified form as is being planned by you, B. J. and the rest of us. It is also provided
that the president of the Epidemiological Board will be a member of The Surgeon General s Medical Research Board.
Two other civilians, namely the Chairman of the Division of Medical Sciences, NRC, and at least temporarily, the
Chairman of the CMR were also to be invited to become members of the Medical Department Board Apparently,
you three civilians have not vet received letters inviting you to accept membership on The Surgeon General's Board,
but I am sure that you will receive such an invitation in the near future.

Recently, I have been much concerned about the fact that while a great deal of planning is b2ing dune, some of
the more basic requirements for a sound program have not yet been firmed up. I have in mind matters of overall
objectivelsi for the Medical Department's basic programl.] what lines of research to undertake, where this work
should be done, and how to attract and provide the right sort of personnel to carry on the in, estigati' e work. One
important question, for exanmple, is concerned with whether the Army should establish a large medical research
center similar to the one now opeated by the Navy at Bethesda, and [another isi what relation should exist between
this central institution and the satellite laboratorie s s,,ch as the one at Fort Knox and elsewhere.
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An even more important requirement is for this Board to determine, as soon as possible, % hat measures should
be recommended to the War Department in order to provide flexible arrangements i% hereby skilled investigators in
civil institutions can be attracted to researc.h positions in the Army. This brings up the question as to whether we
should recommend an entire "new deal" in the matters of salaries, positions, and tenure, separate from the
commissioned corps and Civil Service as it now operates. Se eral weeks ago, I suggested to Colonel Prentiss that
in order to formulate sound principles for the future, it was my advice that he call on you, Lew Weed and Newton
Richards to meet iN ith the Medical Department Board and The Surgeon General and try to drav up a plan with teeth
in it.

Prentiss has had some trouble in finding a date which fits in with the engagements of all concerned and I am not
sure when he plans to have the meeting now, but I am confident that it will not be held until he can get you three
civilians in with us.

I know that you are tied up until after the holidays but I sincerely hope that you will be able and willing to help
on this important matter sometime shortly thereafter. In this same connection, B J. and I discussed the future of the
Epidemiological Board with General Kirk yesttrday We are all anxious for you to remain as President of the Board
as modified and you will receive a formal invitation from General Kirk at some later date. I hope that you will be
willing to continue in this position and gi, e to the Army the wise and brilliant leadership which you ha% e given so
generously during the war.

It was nice to see you in Cincinnati ana i am sorry that things were so hectic that I didn't get a chance to have
a long talk with you. With kindest regards, I am
Your sincere friend,

Steve Sirinons
James S. Simmons
Brigadier General, USA
Chief, Preventive Medicine Service

THE ARMY EPIDEMIOLOGICAL BOARD'S

SIXTH ANNUAL MEETING

The sixth annual meeting of the AEB was held in the boardroom of the National Research Council
in the National Academy of Sciences Building, 2101 Constitution Avenue, Washington, D.C., on 15-16

April 194u. The minutes of that meeting, which follow, provide insight into the Board and its activities,

the various participants, and the recommendations that were made to the Surgeon General:

The eleventh meeting (sixth annual meeting) of the Board tor the Investigation and Control of Influenza and
Other Epidemic Diseases in the Army was held in the Board Room of the National Research Council, National
Academy of Sciences Building, 2101 Constitution Avenue, Washington, D.C., on 15-16 April 1946. The executive
session of the Board was held on 15 April from 9.30 a.m. to 12.30 p.m. The following individuals attended the
executive session. Dr. Francis G. Blake, President of the Board, presiding, other members of the Board. Drs. 0. T.
Avery, A. R. Dochez, K. F. Maxcy, 0. H. Perry Pepper and A. J. Warren.

Representing the Preventive Medicine Service,, Office of The Surgeon General, but not voting weie. Brig.
Generals S Bayne-Jones and J. S Simmons, Colonel K. Lundeberg. Major E. B. Schoenbach acted as recorder. The
minutes of the executive session of the Board are presented separately.

Three general sessions of the Board followed the executi, e session. These meetings x, ere attended by members
of the Board, Directors )f Commissions and invited guests from the Office of The Surgeon General, Office of The Air
Surgeon, Bureau of Medicine and Surgery, U S. Na% %,Veterans Administration and Lhe Roy al Army Medical Corps.
Those present were:

Dr. Francis G. Blake, President of the Board, presiding, other members of the Board. Drs. 0. T. Avery, A. R.
Dochez, K. F. Maxcy, 0. 1. Perry Pepper and A. J. Warren.
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Army Epidemiological Board and Commission Directors
15-16i April 1946

Front row, lett to right. Dr. A. R. Doche?., Dr. A J. Warren, Brig. General j S. Simmonns, MC, Dr. F G. Blake,
President of the Board. Brig General S Bavne-Jons. WC, Administrator. Dr. 0 T. Av-ery, IDr. K. F. Maxcv.
and Dr 0. 11 Perry Pepper

Second row, left to right. Dr. A. B. Sabin, 1)r. 0. 11. Robertson. Dr 11 .E. Mleleniev. Dr. C S Keefer, Dr T. Francis,
Jr , Dr. C. M. MacLeod, D~r. J. J. Pliair, Major J. 11. Dingle, NMC; Dr j Stokes. Jr. and Major E B3. Schoenbach.
MC.
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Directors of Commissions Major J. H. Dingle, Drs. T. Francis, Jr., C. S. Keefer, C. M. MacLeod, H. E Meleney, J.
J Phair, 0 H Robertson, A B. Sabin (representing Dr. J. R. Paul) and J. Stokes, Jr. Major General Normal T. Kirk,
The Surgeon General, was present during the afternoon session on 15 April.

Re presenting the Office of The 5urgeon General. Brigadier Generals J. S. Simmons and S. Bay ne-Jones, Colonels K.
Lundeberg, M. E DeBakey; Lt. Colonels G J. Dammin, J F. Hammond, 0. R. McCoy and J. W. Regan; Major P. E.
Sartweli.

From the Army Epidemiological Boart. Majors T. J. Abernethy and E. B. Schoenbach, Captain E. Strauss.
From the U.S.A Ty/phus Commission: Captain A J Waring, Jr.
Representing the Office of The A:r Surgeon: Colonel W. S. Stone.
Representing the Bureau of Medicine and Surgeri, U S. Navy. Captains 0. L Burton, G. B. Doi% ling and J. J. Saper,

Commander G. W. Mast; Lt. Commanders D. R Mathieson, J. J. McAndrew and L. A. Terzian.
Representing the Veterans Admninistration" Dr. A. M. Walker.
Repiesentiny the Roial Armny Medical Corps: Colonel F. S. Gillespie, Liaison Officer.

Minutes Of The Meeting

The first general session of the Board was called to order by Dr. Blake, President of the Board, at 2.00 p.m.,
Monday, 15 April 1946. General Simmons addressed the meeting and expressed his gratitude to the member! ot the
Board and Directors of the various Commissions for their assistance to the Pre% enti% e MedicineSer ict- and theOffice
of The Surgeon General He voiced the hope that a similar organization wouid continue in the pea.e-time Army. Dr.
Blake gave a report of the general decisions of the Executive Session. The follow ing recommendations to The
Surgeon Ceneral were adopted for the year 1 July 1946 to 30 June 1947:

a A central Board of seven members, similar to the present Board.
b Brig. General S. Bayne-Jones, President of the Board.
c. Six Commissions as follows:

1. Commission on Acute Respiratory Diseases
2. Commission on Environmental Hygiene
3. Commission on Influenza
4. Commission on Malaria
5. Commissiou on Tropical Diseases
6. Commission on Virus and Rickettsial Diseases

Dr Blake indicated that the functions of the present Commissions would be consolidated but that a consider-
able degree of flexibility in lines of endeavor should be maintained.

The Army Epidemiological Board has been integrated with the Army Medical Research and Development
Board However, the operation of the Commissions under the Army Epidemiological Board and the Preventi' e
Medicine Service will continue as in the past.

An appropriation of $200,000 for research contracts for the Army Epidemiological Board and Commissions has
been included in the budget of the Medical Department of the Army for the year 1946-47. These funds do not become
available until appropriated by the Congress In audition, the budget contains -separate items for travl and honoraria
of consultants.

A total of 25 consultants will be appointed, of which seven will be Board members and six Directors of
Commissions.

The Board then proceeded to the reports by the Director- of the ten Commissions. The complete reports of each
Commission are attached to these minutes.

Commission on Acute Respiratory Diseases
The repert was prese:ted b7Y Major 1 I1. Ding'le, Director of tilt Commission.

Coniderable discussion followed the report of laboratory and other epidemics of Q Fe% er described by Major
Dingle It was pointed out that in the naturally acquired infections, cold hemagglutinins %ere absent and chni.al
differentiation from atypical pneumonia was difficuft. Insect , edorst ould not be determined and no e idence ot
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secondary case spread %%,as obtained. In the laborator) infections there was, likewise, no evidence of case to case
transmission.

Major General Norman T. Kirk, The Surgeon General, arrib ed at about 3.00 p.m. and addressed the meeting. He
expressed pride in the organization and the accomplishments of the Board. He % oiced the appreciation of the Army
for the excellent services rendered by the Board during the war period. The Surgeon General clearly indicated that
continuation of the Board and its support to the Army was most desired.

Commission on Air-Borne Infections
Tile report was presented by Dr. 0. H. Robertson, Director of tite Commission.

In the discussion, the exact role played by dried dust particles in the spread of respiratory infections was
considered. In barracks, air-borne transmission of respiratory diseases seemed to occur, whereas, ir, hospitals,
contact infection %%as of greater importance. Under the latter circumstances, the factor of hand contamination was
studied and it % as suggested that further investigation of skin carriers of beta hemolytic streptococci should be made

The Board then proceeded to discuss recommendations on oiling of floors and blankets and on double bunking
in barracks, submitted by Lt. Colonel J. W. Regan, Director, Sanitation and Sanitary Engineering Division, Preventive
Medicine Service, Office of The Surgeon General. The studies previously reported to the Board were reviewed and
the current experience at Fort Belvoir and Aberdeen Proving Ground examined.

It was voted to submit the following statement to The Surgeon General:
Oiling of floors and bedclothing should be adopted as standard Army procedure for the following reasons:

a. It is a worthwhile contributing factor in the control of some sources of infections for respiratory
diseases.

b. The procedure produces a substantial reduction of dust and bacteria in the air and is justified
as a hygienic measure.

The Board discussed the factors inherent when double bunking is resorted to in barracks. The discussions
indluded reports of studies by the Commission on Acute Respiratory Diseases and comments by the Directors of the
Commissions on Air-Borne Infections, Influenza and Pneumonia.

The following recommendation to The Surgeon General was voted:
It is recommended that double bunking is justified in barracks, but should not be used
to accommodate more than one man per sixty square feet of floor space (i.e., pEr one
hundred and twenty square feet of floor space for each double bunk).

Commission on Epidemiological Survey
Tile report was presented by F. G. Blake, Director of the Commission.

The chief topics for discussion were the studies of Dr. Charles E. Smith on coccidiomycosis. It was noted that
skin sensit' itv ma% not be strictly specific and that cross reactions between coccidioidin, histoplasmin and antigens
prepared from Blastoinyces and Haplosporanguii parvun exist.

Commission on Hemolytic Streptococcal Infections
The report was presented by Dr. C. S. Keefer, Director of the Commission.

In the subsequent discussion, Dr. Robertson noted that antistreptolysin tests were a distinct aid in the work of
the Commission on Air-Borne Infectio:s in determining inf.ctions due to B hemolytic streptococci. The relative
usefulness of the antifibrinoly.sin and aitistreptolysin procedures %%as considered in light of possible adoption of
these tests b> the Arm,,. It %as noted that the antifibrinolysin procedurc yields fewer positive results, does not
become positi% e until late in con. alescence and that the test is more difficult to perform than the antistreptolysin test
General Ba% ne-Jones ad-, ised the Directors of each Commission to prepare adequate lists of all equipment in
anticLipation of contra .t terminations. He also requested that outstanding % ouchers should be submitted for payment
as soon as possible.

TIi'! meeting adjourned at 4"45 p.m.
The meeting of the Board w as recon% ened at 9.00 a m., on 16 April 1946. The reports b% Directorsof Commissions

continued.
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Commission on Influenza
The report of this Commission was given by Dr. Thomas Francis, Jr., Director.

It was noted in the discussion that the rates for bacterial pneumonia rose during the epidemic of influenza B,
although pulmonary complications had not been frequentlh obser% ed among patients studied by the Commission.
Chief interest in the discussion centered about the probabilit that influenza A might become epildemic in the fall and
i inter of 1946. As three years have elapsed since the last epidemic of influenza A, concern that the next epidemic
might be of unusual severity and morbidity was voiced.

The difficulty and impracticality of carr ing out a successful ,accination program after the recognition that an
epidemic existed was stressed. Experience during the past four years has indicated that epidemics of influenza in
the United States were often preceded by outbreak of influenza in the Caribbean region and in I Iaiaii during the
summer months of July and August. It was felt that i close watch of these areas would be of xalue in anticipating
epidemics of infl ienza in the continental United States. Approximately se-, en (7) million military personnel were
%accinated within a period of two months in the fall of 1945. The incidence of influenza in the Army in the continental
United States during this outbreak was less than expected.

Future plans for the %accination of the Army against influenza A and B were discussed. It was the opinion of
the Board that vaccination and re-vaccination against influenza A and B would be desirable in the Arm-. The
following resolution was adopted by the Board for submission to the Surgeon General:

It is recommended that all Army personnel be vaccinated or re-vaccinated against
influenza in September and October 1946, unless intervening circumstances indicate that
an alteration in this recommendation is desirable.

Commission on Measles and Mumps
The report was presented by Dr. Joseph Stokes. Jr., Director.

The use of mumps virus attenuated by cultivation in embryonated hens eggs for human immunization as wel.
as the advantages of antigen prepared from chick embryos for skin testing were discussed. The occurrence of
meningoi.ncephalitis without parotitis was again noted and the diagnosis, established through the use of the
complement fixation test on serial serum samples, was a distinct aid in the differentiation of the lymphoc-tic
meningoencephalitides. Homologous serum jaundice was discussed at length. The use of arious tests employed
to study liver function was discussed. In addition, considerable discussion of antigenic ,ariation in icterogenic
agelits, occurrence of secondary cases of jaundice in the different types of infections, disinfection of water and the
significance of chronic or recurrent jaundice ensued.

Commission on Meningococcal Meningitis
The report was presented by Dr. John J. Phair. Director.

Extensive study of case strains of meningococci for sulfonamide susceptibility had re%ealed that dunng the
course of the epidemic in 1942 and 1943, no increase in the number of resistant strains had occurred. It was also
evident that the number of strains of meningococci resistant to 0.5 mg. of sulfadiazine wasivery low. Of350 case
strains tested, only four were resistant to this concentration of sulfadiazine. The disposition of the extensive
collection ot meningoi.oc,;, , the Johns Hopkins School of Ify giene and Public Health, %% as discussed. General
Bayne-Jones said that he would consult with General Callender at the Army Medical School with regard to this
collection of case and carrier strains of meningococci.

Commission on Neurotropic Virus Diseases
The report ias presented i, Dr. A. B. Sabin. Acting Director.

Discussion of dengue feverensued. The importance of strain ariation in relation to immunit% asstressed. The
erroneous impression that immunity ,as short li, ed was probably due to strain ,, anation The immunity to dengue
,iruses shortly after an attack of the disease -s broad but after se% eral months only a homologous immunt) remains.
General Simmons pointed out the , alue of these studies and their applitability to the further understanding of '. irus
diseases.
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AIMS C. McGUINNESS, M.D.

Aims McGuinnes, iraduated from Columbia1Ln~es~ College of l'hv'ician,.and Surg.eon, in 1031.
and %%.s a house officer in pediatrics at the Children s I lo'pital of Philadelphia A facult% member at the
L ni ersitt of Penn%%kania Shwoolif Medicin. he %%ai'elo~ated (tothe rank ofasociate professoir. and iwa,
Dean oif th Lnive-sity oif P'ennsyivania Graduate School of Medicine froin i01 to 144.

D"uring World War 11, Ainms .-erved in' the Office of the Suirgeovn General of the Arnn. a% D~ept' to
General J1 Stevens Sininons and Colonel '-anhope lla~ ne-Jones. Ih, v~iirk direacthontributed to the

iLwes'4ti organi/ation and de~ elorment of the Arm% lEpiden1uoiogikal Board and it, (.omiusions. b%
virue f is ol a'AsistntAdministrator. lie %%as a dharter member of the G'mi-ison on Measlesand

Mlumps and an as'oe-ate member of the Comnusvion oin Immunization-
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7he Artized Fo'rces~ E:':&euh'.twiIa Boir!

EMANUEL B. SCHOENBACH, M.D.

Emanuul (MannO) Schoenbach graduated from the H-ar% ard Medical School in' 1937 H-e was a member
of the lacut~ of The john- Hopkins UniversitylSchooal of Medicine. %%here he wai an associate of D~r. P'errn
Long Mn sa ie eeJin the field oif infe-ctiousiseasesa.nd performed mud- of the pioneering .iorlk
done with the sulfonamides, penicillin, and them~itial broad-spectrum ~'ntibiotics.

During World War 11, he %sa!-ass5igned to the Preventive Medicine Section oif the Office of the Surgeon
General of the A rmn . %%here he worked both i n the field and as an ad ministrator I fe worked intimatel% %%it h
Dr Long and Dr- John l'hair (in the AFEB-s Commission on Meningococal Infections. and he !studhed
meningoctxcal and other serious infectiouscdiseases in Army installations throughout the countrn.

lie sen ed on the I lopkins falcult% for ashort time after th~eua then 1uasappointed i'rofe-5or of MedicLine
at the State Lini~ersit% of Net% York, College of Micine, at Nc%% N ork Cit'. i a iutn-.il rs

of Mdicl Sn-ies t Mimoide I osptalMann did o mycarialiatrcton n 12 a ag10.

86

Sect in 1, Part III



It was noted that % accines [against] Japanese B encephalitis '. ere poor antigens as measured by serological
response of vaccinated animals and humans. However, these serological tests were a poor index of the immune
status of the individual. The optimal time for vaccination [against] Japanese B encephalitis was discussed. The cause
of infections associated with pleocytosis in the spinal fluid and often considered atypical dengue or sandfly fever was
discussed. No etiologic diagnosis could be made in this group of cases.

The meeting adjourned for luncheon at 12:15 p.m.
The afternoon session was reconvened at 1:30 p.m.

Presentation of the Medal of Freedom

General Bayne-Jones informed the meeting that fourteen Consultants of the Board had engaged in overseas
missions. Seven of this group were eligib!e for the award of the Medal of Freedom under the provisions of War
Department Circular No. 278, Section VI, 1945. These recommendations had been approved by the Office of The
Adjutant General for the award of the Medal of Freedom. General Bayne-Jones noted that, in addition to the
Certificate of Appreciation which each Consultant had received, the following awards had been approved for
presentation to members of the Army Epidemiological Board:

Tire United States of America Typhus Commission Medal
Dr. Francis G. Blake
Dr. Kenneth F. Maxcy

The Legion of Merit
Lt. Colonel Aims C. McGuinness, MC
Lt. Colonel Albert B. Sabin, MC
Major John H. Dingle, MC

The Medal for Merit
Dr. Francis G. Blake, President of the Board

The Medal of Freedom
Dr. Ernest Carrol Faust
Dr. Thomas Francis, Jr.
Dr. William McD. Hammon
Dr. Donald B McMullen
Dr. John R. Paul
Dr. Joseph Stokes, Jr.
Dr. Carl Ten Broeck

The Army Commendation Ribbon
Certain officers serving under the Board have been recommended for the award of the Army Commendation

Ribbon. Two or the a%' ards for the Medal of Freedom had cleared the Office of The Adjutant General and the citations
and medals were a. ailable for presentation. The Medal of Freedom was presented to Dr. Thomas Francis,Jr., Director
of the Commission on Influenza and Dr. Joseph Stokes, Jr., Director of the Commission on Measles and Mumps, by
Brig. General James S. Simmons, Chief of the Preventive Medicine Service, Office of The Surgeon General. The
citations were read by Brig. General S Bayne-Jones, Deputy Chief, Preventive Medicine Service and Administrator
of the Army Epidemiological Board.

The presentation of the reports by the Directors of Commissions was resumed.

Commission on Pneumonia
The report (f this Conmmission was presented iby Dr. Colin M. MacLeod, Director.

In the discussion that followed, it was emphasized that, although a significant reduction of pneumococcal
pneumonia followed vaccination with specific polysaccharides, no reduction in the incidence of minor bacterial
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respiratory infections among vaccinated groups, %lhen compared to the control group, was noted. Epidemic
influenza had no greater effect upon the incidence of pneumococcal pneumonia than other non-bacterial respiratoi y
diseases.

The existing stocks of pneumococcal polysaccharide types I, II, V, VII,, and XII were rc, iewed and their
disposition, until required for future use, determined

Commission on Tropical Diseases
The repoi t for this Commission was presented by Dr. H. E. Meleney, Director.

The work and reports of the special Commission on Schistosomiasis % as discussed at length. It was pointed out
that, in the control of snail vector, different species of snails were present in the various endemic areas. A single
species of snail was the host in each area.

This concluded the reports from the Directors of Commissions. Dr Blake then announced that in the near future
conferences would be held to develop plans for the Board and Commissions for the coming year. General Bayne-
Jones thanked the Directors of the Commissions for their valuable contributions during the past year.

The meeting was auaourned at 3:00 p.m., 16 Apri! 1946.

Respectfully submitted,

Emanuel B Schoenbach
Major, Medical Corps
Assistant Administrator, Army Epidemiological Board
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PART IV

'ht Army Epidemiological Board
is Reorganized as the

Armed Forces Epidemiological Board

After the war, it was obvious to those in authority that all three of the military services could benefit
from having a lay board of civilian medical scientists from whom they could seek advice. On 23 April
1948, tle Committee on Medical and Hospital Services of the Armed Forces (more widely known as the
Hawley Board, after Surgeon General Hawley) submitted its report entitled "Standardization of
Preventive Medicine Practices and Procedures Within the Armed Forces" to Secretrv of War Stimson.
The report recommended that (a) the Army Epidemiologicaln Board be c.xpanded 1o include commis-
sions that special problems of the Navy and Air Force might require, and (I) it be redesignated the Armed
Forces Epidemiological Board, an advisory group to the Surgeons General of the Army, Navy, and Air
Force, for consultation on field problems, field investigations, and research in preventive medicine. On
29 November 1949, the Surgeon General of the Department of the Army advised the Secretary of the Army
that the Armed Forces Epidemiologicai Board had been established as a tri-service board, as directed.
This document appears in Appendix 4.

It had also become clear to the three SL rgeons General that the activities of the Board and its
Commissions should be continued during peacetime, but not until 8 October 1953 did the Department
of Defense publish its Directive 5154-8, whic.i ;as referred to as "The Charter." This directive, which
also appears in Appendix 4, designated the Arm.ed Forces Epidemiological Board as a joint agency of the
three military services under the management of the Secretary of the Army, and subject to the authority,
direction, and control of the Secretary of Defense.

The Board was enlarged from seven to nine members, all civilians, who were selected on the basis
of their national standing in fields related to the Board's functions. The members, nominated by the three
Surgeons General, were appointed by the Secretary of the Army to a four-year term as a consultant. The
Board elected a president from among its members, who served a three-year term and could be reelected.
Over the years, individual commissions were modified, reformed, or discontinued. New commissions
were formed to meet military needs as they arose, after the commissions had served their purposes, they
were retired. By 1955, there were fourteen conmisiorn, of the Board.

The AFEB's Role in the Establishment of the Berry Plan

In the 1960s and early 1970s, while Gustave J. Dammin, M.D., was President of tlK_ AFEB, Board
members engaged in numerous activities that involved governmental policies related to thL 2. tird's
interest. Dr. Frank Berry, an accomplished surgeon, had served asa consultant in surgery to the Surgeur,
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General of the Army begining in 1946. Dr. Berry was later appointed Assistant Secretary of Defense for
Health Affairs. In 1963, Dr. Dammin (along with various members of the AFEB who worked through Dr.
Berry) rendered advice to th,: Departnment of Deftcnre that helped formulate the policy of medical-officer
deferral that became known as the Berry Plan. On ,ne occasion, Dr. Dammin met with Admiral Rickover,
who was very helpful in presenting the policy requ;'en.ents to the House Appropriations Committee.
Because it deferred physicians until they were trained in dlteir specialties, the Berry Plan strengthened the
officer pool not only in preventive medicine, but also in clinical internal medicine and other specialties
with epidemiological interests. This action helped the l)epaiintent of Defense fill a lai e number of
vacancies with physicians who were both well-qualified and experienced.

The AFEB's Assistance to the Overseas Laboratories

Gus Dammin actively pursued the- work that was done in the Department of Defense's Overseas
Labcratories. During his tenure as President of the AFEB, he made site visits in 1964, 1965, and 1966 to
the laboratories in D.cca, Bangkok, Kuala Lumpur, and various sites in I. Jia. His contributions as a
consultant, which advanced the knowledge of acute diarrheal diseases such as ,holew a, were significant.

During his various trips overseas, Dr. Dammin not only % isited the countries where the studies were
being performed, but he also conferred with medical authorities and Preventive MediLilat and Labora-
tory Officers in U.S. installations in Germany and other European sites, 'uch as the 97th Gencral Hospital,
Frankfurt (in 1970 and 1972), the 9th Hospital Center, Landstuhl (in 1970 and 1972), the 4th Epidemiol-
ogical Flight, Wiesbaden (in 1970); the Navy Preventive Medicine Section, Naples (in 1970); and G.ostrup
Hospital Group, Copenhagen (in 1970). These activities were of inestimable value to the AFEB and also
to the Medical Research and Development Command, whose interests related to epidemiological surveil-
lance, laboratory diagnosis, and disease control. In 1971, he published a repoi t ir. Military Medicin, that
described the contributions to, and influences on, medicine by military research. (Bull. N.Y. Acad. Ived.
47:1455-1472, 1971.)

One of Dr. Dammin's major areas of interest was Balkan neuropathy, which was localized in isolated
areas of Yugoslavia, Rumania, and Bulgaria. With Board member Dr. Charles Rammelkamp, Dr. Philip
Hall, and others, he investigated the cause of this disease. They searched for the presence of nephrotoxic
agents in not only the specific environment, but also in heavy metals, trace elements, plant toxins, and
viruses, all of which had been suggested as possible causative agents. Although none of their studies
produced sufficient evidence to establish the cause of th:s peculiar disease, it became apparent to the
research team that urothelial cancers of the renal pelvis and the ureters coexisted with Balkan neuropathy
in this same population group. Drs. Dammin and Hall published a comprehensive review of Balkan
neuropathy in 1972.

Significant Medical Accomplishments That Helped to Improve the General Public Health

The accomplishments that led to improved health in the military services represent a series of medical
landmarks. Because many of the problems of preventive medicine and -;si ase control are shared, these
achievements benefited not only the Armed Forces but also the public. When the Board investigated the
preventive-medicine problems of the Arm&l I o.ce., it ,v,, expected t ) .and did, take into consideration
(a) the research being conducted by , .-ril .nrta! and non-governmental agencies on simildr problems,
(b) the propriety of the research methods that were -on.aeided for use by the 1hiltary, and (c) the
pertinent practices emphasized by the military departments in the Pre- entive Mt'di.'ne program. There
is no better example of cooperative researc. between the military services and academic intituti.
Some of the accomplishments that resulted from this joint research are the following:
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0 Development of a puriteed polysaccha-ide vaccine for pneumonia

*Development of an iidfuenza vaccinc that required annual changes of antigenic composition

* Experimental reproduction of infctious hepatitis, demonstrating that the agent resides in intestinal
discharg, s and blood serum, w zi-n provided a firm base for developing control measures

*Demon.,tration that injections of g,.mma globulin will prevent naturally occurring infectious hepatitis

eDeminstraiion that the agent of primary atypical pneumonia is transmissible by filtered bacteria-free
secretions from the re!piratory tracts of patients with acute manifestations of illness

* Demonstration that sulfad iazne can abort or prevent outbreaks of meningococcal meningitis and arrest
the carrier state

9 Demonstration thtt penicillin and the te'racycline antibiotics pre\ ent rheumatic fever by controlling
beta hemolytic streptococcal infections

*Demonstration that streptococcal respiory disease spreads, not from blankets or floor dust, but by
personal contact, hi.:h revolutionized the hygienic protective measures aimed at control

* Proof that the automobile seat belt is offectiv'2 in preventing serious injury, and that vehicular door locks
are implicated as a cause of injury

• Demonstration of the first known specific :ures of scrub typhus, murine typhus, and Rocky Mountain
spotted fever with chloramphenicol in 1948

*Reported the chemoprophylactic field studies that showed that the intermittent administration of
chloramphenicol (later tetracycline) prevented scrub typhus in volunteers, in 1948

o Reported the first known effective cure of typhoid fever wifh chloramphenicol in 1948

'Reported the infectious dose of Sahnonelia typhosa, in a series of studies using volunteer subje.tds, and
demonstrated that inactivated typhoid vaccine (acetone-l illed) resulted in short-term but limited
immunity. (Because paratyphoid A- and B-type vaccines were cf limited efficacy, newer vaccines
utilized a monovalent, acetone-killed, dried product.)

o Development of the first specific chemoprophlaxis for leptospirosis

'Reported that field surveillance stidies magnified the importance of leptospirosis as a common cause
of Fever of Undetermined Origin in various geographic areas, and that available antibiotics were
ineffective as therapeutic agents

oReported a series of studies that showed that ver- -mall doses of diphtheria toxoid were effective in
recalling established immunity, and that adverst reactions were minimized by use of a purified
toxoid

'Development of tetanus and diphtheria toxoids and introduction of their use in the military, which
b:,-ame standard in the United States until an alum-adjuvanted tetanus and diphtheria toxoid later
permitted significant extension of the booster intervals

05p, t.,ored and assisted in the development of jet injectors v ith intradermal capability, a technique for

vaccine administration that was instrumental in helping control smallpox and other microbial
disc-ases
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- Reported the first therapeutic efficacy of chloramphenicol and tetracycline in bubonic, septicemic, and
pulmonic plague using the oral route, which simplified the therapeutic regimen in the event of a
sizable outbreak because streptomycin, a very effective antibiotic, must be injected

*Demonstration of the importance of cellular immunity (as differentiated from humoral immunity) and
the transferability of this cellular immunity by the subcellular "transfer factor." (These studies
sparked the whole field of immunology.)

* Developmentof the entirely new immunological technique of fluorescent labeling of antibodies, which
enhanced the confirmed diagnoses of many microbial diseases and clarified their pathogenesis

*Sponsored the original studies of properdin, which was the basis for the greatly extended interest in
complement pathways

*Greatly clarified the differing strains of dengue virus and elucidated the concept of dengue-shock

syndrome, an important cause of death among children in Asian countries

*Developed new immuniiing agents or vaccines for infectious diseases including the following:

(a) vector-borne virus diseases such as dengue, yellow fever, St. Louis encephalitis, western equine
encephalitis, eastern equine encephalitis, Venezuelan equine encephalitis, Japanese B encephali-
tis, and others;

(b) the hemorrhagic fevers;

(c) the rickettsial diseases such as epidemic typhus, Rocky Mountain spotted fever, and Q fever;

(d) malaria;

(e) measles;

(9 mumps;

(g) diphtheria and tetanus toxoids;

(I) enteric infections such as bacillary dysentery, Shigella, Sahnonella typhosa, Vibrio cholerae, and
Endamoeba histolytica;

(i) plague and Franciella tularense;

(j) enteroviral diseases including poliomyelitis and others;

(k) meningococcal and gonococcal diseases; and

(1) adenovirus infections.

A complete list of the recommendations that were made by the Board between 1955 and 1989, in-
cluding those concerning the administreton of live vaccines, is found in Appendix 3.
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1948 Armed Forces Epidemiological Board and Commission Directors

Seated, left to right: Dr. Joseph T. Wearn, member, Dr. Francis G. Blake, member. Dr. Colin MI. MacLeod,
President of the Board; Dr. Kenneth F. Maxcv. member; and Dr. Gordon MI. Fair, Director, Commission
on Environmental Hygie.

Standing, left to right: Dr. Thomas Francis, Jr, Director, Commission on Influenza; Dr. John R. Paul, Di-
rector, Commission on Virus and Rickettsial Di6eascs, Dr. John H. Dingle, Direct,)r, Commission on
Acute Respiratory Disease; Dr. Frank L. horsfall, Jr., Acting Director, Commission on Immunization;
and Or. Cecil j. Watson, Director, Commission on Liver Disease.

Not pictured: Dr. James S. Simmons and Dr. Karl F.XMeyer, members.
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1949 Armed Forces Epidemiological Board and Commission Directors

Front row. left to right: Dr. John Paul; Dr. Rolla Dyor; Dr. Thomas Rivers, Dr. Cohn M. M'acLxt-d, President
of the Board; Dr. Francis G. M~ake, General James S. Simmons, MC, USA; Coggeshall; Dr. Isador Ravdin; and
Dr. William Tillktt.

Second row, left to right: Dr. Cecil Watson: Dr. Thomas Francis, Jr.; unidentified; Dr. John I L Dingle;and
Dr. Joseph Srnadel.
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Armed Forcei Epidemniological Board aind Commission Directors
3 December 19,%

Seated, left to right: W- Bariy Wood, Jr.; Rtchiird F. Shotv; Thoma, FranCis. ;..; John [I. Dingi. ['resident of
the Board: William P. Shtprd; and Ernest L Stebbins.

Center row. lettto right. F. Salrgent Cheever. Fred M- Davenport, Richard A. Kr.Ch i ~cAo.hre
F. Smith. Rodney R. Beard. Alto FE. Feller, and Ro--- A. McFarland.

Back row, left to right;K. '.DoadN.P14rv ndtiidThiaI-.Wlr.Clnlt..
Eisen. Will iamn WD. If armon. Geoffrey Edsall. Floyd WV. Denny. Willham S. Jordan, J r.. nd Captain R. W.
Babione. F.~ecutivi: Secretairy.
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Armed Forces Epidemiological Board and Commission Directbrs
8-10 May 1958

Front row, left to right: Dr. WV. Barry Wood. Jr.: Dr. Colin M. Macleod; Dr. John H. Dingle; Dr. Thomas Francis,
Jr., President of the Board; Dr. Stanhope Bavne-Jones, Dr. Clavton G. l~ooshi; Dr. Richard A. Kern; Dr. Charles
E Smith; and Captain W. R. Babi-One.MC, USN, Executive Secretary.

Center row, left to right: Dr. Joseph E Srnadel; Dr. Richard E. Shope, Dr. Rodney R. Beard: Dr. Fred M.
Davenport: Dr- William McD. Hammon; Dr. AX E. Feller; Dr. Francis S. Cheever; and Dr. Thomas H. Weller.

Back row, left to :ight: Dr. Charles L Wisseman. Jr.; Dr. Donald M. Pillsbury: Dr. B. G. King; Dr. Ross A.
McFarland; Dr. Charles ff. Rammelkamp.Jr.; Dr. William S. Jordan. Jr.; Captain If. K. Sessions. MC. US!N; Dr.
M. Brown:Major S. Vivona. MC. USA; and Colonel J. Rizzolo. %1C. USAF, assistant Eixecutive Secretary.
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Armed Forces Epidemiological Board and Commission Directors
15-17 May 1961

Front row, left to right: Dr. Thomas Francis. Jr.; Dr. Richard A. Kern; Dr. Richard E Shope; Dr. Gustave J.
Dammin. President of the Board; Dr. Stanhope Bay ne-Jones; Dr. Charles E. Smith: and Dr. Colin MI. MacIlcod.

Center row. left to right: Colonel Charles 1I. Moseley; Dr. Donald AI Pillsbury. Dr. Francis S. Cheever Dr.
William S. Jordan. Jr.; Dr. George S. %lirick; Dr. Charles L Wisseman. Jr.; and Dr. Charles 11. Rammclkamp, Jr.

Back row, left to right: Colonel John Rizzolo. MC, USAF. Exiecutive Secretary, DL. Ilarry Mlost; Dr. Albert V.
Hennessy; and Dr. Ross Nc~arland.

Not pictured.- Board members Dr. John It. Dingle and Dr. Clayton G. Loosli. Comm ission Directors Dr. R. R.
Be-ard, Dr. Theodore FE. Woodward. Dr. Geoffrey Edsall, Dr. Fred.M. Davenport~and Dr. William iMcD. ffammron.
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Armed Fores Epidemiological Board, Commission Directors, and Military
Representatives to the Board
20-22 May 1963

Front rw .lcft to ight: Bkrd membersDr.C. Ii.Smith; Dr.S. taynq-Jon ;Dr T Fr -'.Jr. D.G.. [smmin
President of the lloard; Dr. J. Dingle: Dr C A M.acxod: and Dr. J. C. Snyder

Back row. left to right: Cornmi~skn mrecto and Military Representativ,_ Dr. R. . ncr; Colorel F- L_
Bowling. MC. USAF; Dr. R. A. McFarland. Colorn, A. J. Rapaiinki. C f. US-: Dr. W.McD. ammon-: Dr. F.
S- Cheve, Dr. C. H. Rarnmelkamp. Jr.: Dr. IL R. Beard: Dr. G. F&A. Dr. IL Blank. Dr. W. S. Jordan. lr; Dr_
t . M ost; Dr. T. EF x divoward: Colonel Co 1. MoI d.sc MC. USA. F.-cm, t -ZVe Svretn -a t,f t Board: Dr. C I
Wi-s-rnan. Jr.; General R. E. Bount. MC. USA; and Dr. F. A. iwenpo-i.

Not pictured: Dr. R. Kern and Dr C G- UiKni. members, and Mr. Vo P- Blnd. Cormi km Director.
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Military Representatives to the Armed Forces Epidemiological Board
6-7 December 1965

Front row, left to right: Major Robert T. Cutting, MC, USA; Lt. Colonel Eugene A. Rosenberger, MC, USA;
Colonel Claude M. Eberhart, MC, USA; Brig. General Joe Blumberg, MC, USA; Colonel Adam Rapalski, MC,
USA; Dr. Carl Lamanna; Colonel Joseph W. Cooch, MC, USA; Captain James R. Kingston, MC, USN, Colonel
Harold W. Whitcher, MC, (British liaison officer).

Back row, left to right: Lt. Colonel A. M. P. Ives, RCAMC (Canadian medical liaison officer), Captain Sidney
A. Britten, MC, USN, Executive Secretary of the Board; Captain Jack W. Millar, MC, USN; Colonel John
Rizzolo, MC, USAF; Colonel William D. Tigertt, MC, USA, Brig. General Colin F. Vord&r Gruegge, MC, USA,
Colonel Franklin L. Bowling, MC, USAF; Colonel Dan Crozier, MC, USA.
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Commission Directors of the Armed Forces Epidemiological Board
6-7 December 1965

Left to right Dr Richard D. Stoner, depultv director, Dr William R Scherer, lDr. William S Jordan, Jr , Dr
Charles If. Ramminelkaip, Jr ,Dr. I fan. ey Blank, Dr. Charles L Wissernan,Jr.,D lr rin I-I.Lepo%%, Dr Wilbur
C Downs, lDr Rodney R Beard, Dr. IHorace M Gezon, Dr Harry Most, Dr Theodore E. Woodt~ard, and Dr
E',ed. M. Dax import

Not pxturwt Or 1 I-I Schmidt, Dr Ross. A. McFarland, Dr V'ictor P IBond, and Dr Williamn McI). H-aninon

Memnbers, of the Arnawd 'ories Epidemiological Board in 1905, not pittured Pr Gusta% v J. lDarrmnn, I'resi-
dlent of the Bioard, and ir Stanhope Bayne-Jonies, Dr Franc~s S. Cheever, IDr. John 11. Dingle, Dr. Toa
Francis;, Jr , Dr RKchard A\. Korn, Dr. Albert B Sabin, Dr Charles E Smith, and Dr. John C. Snvder
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Armed Forces Epidemiological Board and Commission Directors
2 March 1968

Seated, left to right- Di John C Snyder; D~r Richard A. Kern, Dr Albert B. Sabin, iDr. Gustave J. Dammin.
President of the Board; Dr Colin M. MacLeod, and Dr. Francis S. Cheever.

Standing, left to right Dr Ross A. McFarland, Dr. Theodore E. Woodward, Captain S. A Britten, MC, USN,
Executive Secretary; Dr. Charles H. Rammelkamp. Jr, Dr. William McD. Haimmon, Dr. Abram S. Benenson,
Dr Staney J. Weidenkopf, Dr Horace J. Gezon, Dr William S. Jordan, Jr, Dr. Victor P'. Bond, Dr. Flovd W
Denny. Jr ;Colonel William D Tigertt, MC, USA, Dr. Fred M. D~avenport, Dr. lxv is WV. Wannamaker, Dr. P'aul
C. Beaver, Dr Charles L Wisseman, Jr.; Dr. William F. Scherer; and Dr. Harvey Blank.
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Armed Forces Epidemiological Board and Commission Directors
20 February 1970

Front row, left to right, members of the Board: Dr John C. Snyder; Dr. Floyd W. Denny, Jr.; Dr. Colin M.
MacLeod, Dr. Gustave j. Dammin, P'resident of the Board, Dr. Charles H. Rammelkimp, Jr., Dr. William McD.
Hlammon; Dr. William S. Jordan, Jr.; and Dr Theodore E. Woodward.
Not pictured: Dr. Francis S Cheever.

Center row, left tu i irh t, Directors of the Comm issions Dr. Abram S. Beneiison; Dr. Goron Meiklejohn, Dr.
Fred M. Davenport; Dr. Bennett L. Elisberg; Dr. Paul C. Beaver; Dr Saul Krugman; Dr. Lewis W. Wanna-
maker; Colonel Bradley W. Prior, MC, USAF, Executive '-cretarv; and Dr. Harvey Blank.

Back row, left to right: Dr. Robin D. Powell, Dr. Robort L. Kaiser; Dr. Charles L. Wisseman, Jr.; Dr. William
F. Scherer; and Dr. Elvio H-. Sadun.
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Armed Forces Epidemiological Board, 30th Anniversary Celebration
Walter Reed Army Institute of Research
17-19 February 1971

Seated, left to right: Dr. Joseph Stokes, former member; Dr. Colin M. MacLend; Dr. Gustave J. Dammin,
President of the Board; Dr. Francis S. Cheever; and Dr. Charles H. Rammelkamp, Jr.

Center row, left to right- Dr. Theodore E. Woodward; Dr. John S. Strauss; Dr. Lewis W. Wannamaker; Dr.
Abram S. Benenson; Dr. Harvey Blank; Dr. Paul C. Beaver; Dr. Bennett L. Elisberg; Dr. Richard M. Krause;
Dr Gordon Meiklejohn; Dr Fred M Davenport; Dr. Saul Krugman, Dr. Robert L. Kaiser; and Colonel Bradley
W. Prior, MC, USAF, Executive Secretary.

Back row, left to right: Dr. David Minard; Dr. Thomas R. Hendrix; Dr. George G. Jackson; Dr. Charles L.
Wisseman, Jr.; Dr. William S. Jordan, Jr.; and Colonel Dan Crozier, MC, USA.

Not pictured: members Dr. Floyd W. Denny, Jr.; Dr. William McD. Hammon; and Dr. Edwin H. Lennette;
Commission Directors Dr. Robin D. Powell and Dr. William F. Scherer, and deputy directors Dr. Elvio Sadun
and Dr. Jonathan Uhr.
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RICHARD E. SHOPE, M.D.

Dick Shope accomplished much during his relativel% short (64-year) life. After qualifying in medicine
at the University of !o%%a College of Medicine in 1924, hie trained in pharmacology there, where he worked
on the chemotherapy of tuberculosis. L-ater he joined the Rockefeller Institute at Princeton (later called thle
Rockefeller Foundation). Alwa- san outdoorsman i% ith a fondness for animals%, his interests shifted to hog
cholera and the f'eld of virology. This interest continued for the next thirty-eight y'ears.

A key obs,'.%ation (with Dr. Paul Lewis) shItmed that a mixture of HacvwiuIu~t iniyfli'iiaezit(. aind swine
fil irus produced qt~ ial influenza and %e% ere pneumonia in swine. This clarified the complementar% %iral-
bacterial role in pro;ducing disea~e, and led to his unique contribution. th,it swine fil % iruis might cycle
through lung %%orms, -. ith o~a passed through feces, then to earthvsorms. and back to hiogs %ia earthworms.
This novel and controver..il 0-- -d c) piain thle cyclic nature of influenza. Ilis most brilliant
contribui)tn 'as hisdenionsitr,i' . ,.k)uses thataffected wild cottontail rabbitscould producceither
a fibroma or a papilloma. The adses carry his name, and have had very important implications in
understanding the pathogeniesis oif cancer.

Dick had a distinguished var record, and %%,trked with IDr. Thomas Rivers at the U.S. Naqv Medical
Research Unit on Guamn. I It, . as, Director of thuAeI~ Commission on liEpidemniological Suirvey from the
time" %%a% rcorgaiiized in 1951 until 1959. A productive Ecientist, he had the objectivity to monitor the
S;cntific IDetensi% e Biological Warfare Prograniat Fort Detrick (later USAMIRIII). %%hich %%asoneof the role-
of the Commis',ion on Epidemiological Sur% e,, .Ne% concepts, of pathogenesis and tontrol %%ere elucidated
under is directon. Members of the Commnission and others enjo ed working %% ith him, is sense of humor
wa., infectious.
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JOSEPH E. SMADEL, M.D.

F-or thirty-two years, Joe Smadel w'as a physician and investigator %% hose contributions to medical
ccience either saved or prolonged the lives of thousands oif people. At the time of his death in 1963, Joe wa,
recognized a% one of thle outstanding scientists of the iiid-tiventieth centuiry- Expecting no reward, hle
performed research because hie liked it, and his labors% pro% idcc thle essential bridge bet%% een the laboratory
and the physician who cares for infected patienit% One of his most satish, ing experiences %%as the therapeutiL
triumph with chioramphenicol in the treatment of typhusmi a 1 phoid fe% ers, and the successful field trials
that showed that this antibiotic effectively suppresged scrub typhus infection.

A major contributor to the Armed Forces Epidemiological Board, hie organized and directed three of it%
Commissions t hosle onl Im mu n iza tion, Rickettsia I Diseases,a nd Epidemic Hemorrhagic F:e% er, each oft these
Commissions bears, the indelible Smadel mark. 1-le was also a member of the Commissions onl EpTidemniol.
ogical Slime%, Virus Diseases, and Influenza, and his .stabilizing influence during the de% elopmental phases
oif thle Poliomyelitis vaccine trials contributed significantly to that suicces.

Joe had little patience for armchair philo-sophy, and hie crusaded against shallow thinking, lie
demanded unswerving performance from his associates%, who %% ere expectedl to exercise good judgment and
to adhere to his personal brand oif integritV. Ile never allowed his personal burden% to interfere with his

d~dcaton o h, ~~r~an hi enhusas sprke th enhuias ofhisssoiae cworked intentl~ and
set an example for others.
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ROSS GAULD, M.D.

Ross Gauld, a Canadian by birth, provided much "behind the scenes" help ior the AI:E13and sf v*ral ot
its Commissions. Ile ser% ed as a faculty member in epidemiology at The Johns I lopkins School o!'hc
I lealth. which was followed by his appointment to the scientific profe-ssional staff at WRAIR. .., I

directed the D~ivision of P~reventive Medicine,
The Commission on Immunization was one of the largest commission., of the Board, and was

responsible for a broad and acto. e program Ro!-s ser% ed a4 Deputy D~irector ot this Commission. Mlan'.
leaneud upon him for help, and had great tonfidenct. in his practical approach to problemn-sob. ing. JoeSmadel,
for example. placed great confidence in is ad. ie. Other Lommissions, including that on I lentorrhagic Fe% er,
prof -ited from his epidemiological knowledge. Ross %%as reserved and effecti'.e. and often had at hand
know ledge of tho(s,., historical ev.ents that helped solve a problemn.
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GEOFFREY EDSALL, M.D.

Geoff Edsall graduated from I arvard Medical Schooil in 19-34 and served his house officership at thle
Mlassachusetts General I lospital from 1934 to 19.36. Research fellowships at I larvard and in..torships in
bactcri'ilog and immunologp at the Harvard Schools of Medicine and Public Hecalth follo%%ed. From 1940
until 1942, hie was As-sistant Director of the Division of the Biologic Liboratories of the Massachusetts
Department of Public H ealth, and was its Director until 1949. For several years. hie was Professor and
Chairman of the Department of Microbiology at Boston Lni% ersit% School of Miinle, %% hit.h %%as fOlloweLd
by his appointment as Director of the Division of Immuinology at WRAIR in 1951.

Ceoft ser% ed the A\FTB in man% way's, particularly as% the D~irector of its Commission on tmmuniation
from 1952 to 1963. This Commission was graced b% thec membership of some of thle leaders in American
medicine in the fields of biology and immutnology, and it accomplishd, under Geoff's direction and1 in
collaboration %% ith other tommissions. a %ast amiount of i% ork. Thle three-da,, meeting- that this Commiss-ion
held at %VRAIR iserc actuall% re% tews of the contemporary %%ork in immunolog and %accine del elopment.
Goeff also serxed asa member of the Commission oin Epidemiological Sur~e%,% ihere his ad'Lk I %as puit to
good use. I lis research interests were broadly distributed throughout immunology, and hli% special
contributions were fin thle purification of toxoids. particularly those of tetanus and diphtheria.
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JOHN C. SNYDER, M.D.

During and after World War 11, Jack Snvder ranked among the top rickettsiologists in the world. As%.i
member of the US.A. Typhus Fever Commi;,on, he made distinguished contributions, and he was a senior
member of the small team that arrested the epidemic of louse-borne typhus in Naples, Italy. lHe did the pio-
neering work that showed that control of the Madrid strain of epidemic typhus (Strain E) is crucial if this
dread diseas is to be controlled.

Soon after the war, Jack was appointed to the position of Dean of the Harvard School of Public Heafth
and Hygiene, during which time he also chaired the Commission on Rickettsial Diseases of the AFEB and
served as a member of the Board. The public hea~th menace of the rickettsioses diminished with the p1,5age
of time, and a portion of the credit for this advance is d,ie to Jack Snvder.
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ROSS A. McFARLAND, Ph.D.

Ross McFarland graduated from the University of Michigan in 1901, and was awarded his doctorate in
Scieneat Harvard in 1928. He Joined the Harvard faculty in 1939. and, beginning in 1962. he held the position
of Guggenheim ['rofssor of Aerospace Health and Safety there.

Dr. McFarland was a member of the Commission on Accidental Trauma from 1958 to M99. and was its
Director from 1959 to 1969. During meetings of the Bloard, he carefully explained the ramifications of
accidents in the muitary. inclu~ding time lost from work, miortality. aid proilonged convaile-scence. Among the
many contributions that this Commission made under his lead'ership were the demonstration- of both the
significance of whiplash injury and the protection provided by the wearing of secatbelts. These two major
contributions helped to reduce the morbidity of vehicular accidents.
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FRED DAVENPORT, M.D.

No one connectedJ with a CommLison of the Boaird war more persistent in his effort to reach the right
conclusion than was Fred Davenpoirt. His former chief. Thomas Francis. passedl the influen7.a baton on to
Fred. The control oif influenzai by vaccine was then being intensively researched, as were also the
pathogentsis and epidemiology of influenza. le colliaborated with the lnfluenza Commision as a member
and directed its adivities from 1955 to 1971.
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WIT.LTAM McD. HAMMON, M.D.

Bill Hammoni was, a ivering memix-r of the AFEB system practknafll from -its beginning- A., a tvofrjIe
and awwoiate of K F- Nicrw. Bill wa- activ'ely inivolied In the initil isolation of the wv-qem equine.
encephlitis V'irus in Californpia in the 1930sk. Later. he dirvcted the devklVment of the Department of
Epideniioloiv at the Univrsity of Pfttninrh School of Public Health. lie dreelopd the data there thit

shoedina lrje field trial, that immune scrurn prevented poliomyelitis, Thbs ma-1 contribution to the
understanding ot poliornvelitis was a essential forerunner to its control. first b%- ma wated (Salk) an~d t -er
by attenuated iabin! oineii vaccines.

Bill was straightforward. meticulouzs. and thorough. Ile wAs able to use historical intormation to -4ingle
out leads that were likely to uncoer newv data. Hie nade' ong. productive field trip-, to the Far East for ep.
demological and laboraton- studies of the encephalifides and the hen-Arrhagic fever-. imndudzng dcngue. Dr.
John Paul. di1rector off the Commission on Virus lDiseases until l936. leanedi heavik on him for help. Bill wvas
Director of that Commission from l3 to Mii3 nd was appointed top the Board in 1%-;
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CHARLES L. WISSEMAN, JR., M.D.

At the University of Texas Southwestern Medical School at Dallas, Charlie Wisseman was a top student,
and throughout his life he was a scholarly and productive scientist. Fie was Chairman of the Department of
Microbiology at the University of Maryland for 38 years.

Following World War II, he worked with Joe Smadel at WRAIR. He pursued the mysteries of typhus,
encephalitis, leptospirosis, and other diseases of military importance both at the bench and in the fields of
Malaya, Borneo, Pakistan, and Africa. He was Director of the Commission on Rickettsial Diseases from 1959
to 1973, when the Commission system of the AFEB ceased Since then, he has been a consultant to many gov-
ernmental and international agencies, including the World Health Organization.
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KENNETH GOODNER, Ph.D.

Known as K. G. by his students of microbv,'.,; at .fetcrson Medical C,,jiege 'or rnoe than two decades,
Kenneth Goodner was one of the most effective mco', chool teachei if tho e :n 'dical rit.ntists who con
tributed to the AFEB and its Commissions. He was born ir. McCune, Ka. nas. i.at. r Lis ar -ji ,.:booling, he
became a doctoral candidate at Harvard under Hans Zinsser. K. G. " .. , a conmit. -ig in.e v -. r and silent
supporter of the cadre of brilliant young men at the Rockefeller Institute foi Y .-. Re-.., 6 during his
sixteen years there. His special legacy was his contact with and person;I 1!are t it n -c.',ntists. He
wanted young men and women to achieve their potential as fine physicians and s. entiQ and he never
ceased to impart the glow of his enthusiasm. This desire to cultivate the new generaton %. _s fed by the rich
tradition of medical history, which was one of his chief interests

His knowledge was broad and he served the AFEB as the conscience of the Comnission on Immuniza
tion. K. G. was recognized internationally for his scientific contributions to immunology He helped to
develop the yellow fever vaccine and studied pneumococcal pneumonia, plague, and cholera. He was a
charter member of the group that decided, in 1958, to locate the Cholera Research Laboratory in Dacca,
Pakistan. He pei ceptively observed the significance of Escherchia coh as a causative agent of human diarrheas
when interest in the cholera dibri, was reborn. K. G. simply said to a group of experimental physiologists and
clinical microbiologists in 1960: "Don't forget to put E ctli into the intestinal loop."

Thanks are due Kenneth Goodner for his tireless searc h for medical know ledge and his devoted contri-
bution to the public interest
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WILLIAM FRANKLIN SCHERER, M.D.

Bill Scherer gradui,.ed from the University of Rochester School of Medicine and Dentistry in 1947;, he
interned in medicine at Barnes Hospital in St. Louis, and also served an internship in pathology at the Strong
Memorial Hospital in Rochester. Bill was a resident in medicine at the Vanderbilt Hospital from 1949 to 1950.
At the University of Minnesota School of Medicine, from 1950 to 1962, he progressed from Instructor to Professor
of Microbiology. In 1962, he was appointed Professor and Chairman of the Department of Microbiology at
Cornell Medical College, where he made scientific contributions of lasting importance.

Bill chaired the Board of Scientific Counselors at the National Institute of Allergy and Infectious Diseases
and was the Theobold Smith Awardee of the American Association for the Advancement of Science During
his early years, he was a National Research Council Fellow and a Markle Scholar. Bill is credited with having
been the first to cultivate polio virus in human Hela cancer cells.

The AFEB was privileged to have Bill Scherer direct its Commission on Viral Infections from 1965 to 1973.
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THOMAS H. WELLER, M.D.

Tom Weller always conducted himself as a meticulous student of medicine, thoroughly schooled in the
fundamentals of the scientific method. Trained as a clinical and laboratory-oriented pediatrician, he
extended his capabilities into the fields of virology and parasitology. With his mentor John Enders and his
associate Fred Robbins, he received the Nobel Prize for the cultivation of poliomyelitis virus in tissue
cultures.

Tom willingly responded to milit try medical problems; he served with distinction on the Commission
on Parasitology and directed its acti-ities from 1953 to 1959, while concurrently engaged at the Harvard
School of Public Health. The AFEB Commissions on Malaria and Virus Diseases profited greatly from Tom
Weller's wise counsel, teaching ability, and scientific contributions.
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W. BARRY WOOD, JR., M.D.

Barry Wood was a proud alumnus of Harvard College and The Johns Hopkins University School of
Medicine He excelled as an academician, and was Chairman of the Department of Medicine at Washington
University School of Medicine in St. Louis. One of his major contributions to the field of biology was his
demonstration of the phenomenon of surface phagocytosis.

Barry was an early member of the AFEB and one of the charter members of its Commission on
Epidemiological Survey. His presence and stature enhanced the Board and its Commissions.
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FRANK BROWN BERRY, M.D.

Dr. Berry was the second physician to be appointed Assistant Secretary of Defense for I lealth. He took
the oath ofoifice on 28january 1954 in a ceremony at the Pentagon, in the office of Secretary of DefenseCharles
E. Wilson.

Dr. Berry graduated from Harvard Medical School. He served as a medical officer in both world wars
and held the rank of Brigadier General in the Army Medical Corps. For many years, Dr. Berry was a professor
of clinical surgery at Columbia University College of Physicians and Surgeons. He was a founding member
of both the American Board of Surgery and the Board of Thoracic Surgery. Beginning in 1946, he served as
a national consultant in surgery to theSurgeon General of the Army and, in 1948, he became a member of the
Committee on Medical Sciences of the Research and Development Board.

Dr. Berry always interacted enthusiastically with the Armed Forces Epidemiological Board. His help and
contribuhons made it possible for the Board and its Commissions to relate effectively to the various military
services through the offices of the respective Surgeons General. Whenever possible, he attended meetings
of the Board and made helpful contributions. During his tenure, the Berry Plan for the recruitment of young
physicians into the military services was implemented. It was in this area that the AFEB was able to asist
the Office of the Assistant Secretary of Defense for I lealth Affairs, under Dr. Berry's guidance.
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PART V

The Series of Events that Culminated in the
Transformation of the Armed Forces Epidemiological Board

From an Operational and Research Function to an Advisory One

There was considerable unrest in Washington during the early 1970s. The press, preoccupied with
conflict-of-interest issues, scrutinized the activities of government officials almost daily, which led to a
general bureaucratic housecleaning. In July 1970, President Richard M. Nixon appointed a blue-ribbon
panel to study the Department of Defense. Responsible military medical officers were concerned that the
AFEB and its Commissions might appear to be in violation of conflict-of-interest laws.

One of the strengths of the Commission system was that the leaders in the investigation of any given
epidemiological problem were also members of the relevant Commissions; they, or their parent
institutions, were the recipients of the AFEB's contracts to carry out the necessary research. Under this
system, the country benefited from having the most knowledgeable people working on the problems that
most urgently needed their expert attention. The civilian physicians and medical scientists that
comprised the AFEB and its Commissions hardly considered themselves likely targets of any scrutiny,
but nothing could have been further from the truth.

The first inkling that the Board was involved in the housecleaning came in a letter from Brig. General
Richard Taylor dated 11 December 1970, which was transmitted to AFEB members on 30 December.
General Taylor, who was the Deputy Assistant Surgeon General, indicated that there would be a tertiary
review of the Board and its Commissions by "appropriate representatives of the U.S. Army Medical
Research and Development Command." There have always been reviews of government-sponsored
agencies, and properly so. The Army's Medical Research and Development Command is responsible for
the expenditure of funds appropriated by the Congress, and is accountable for such monies. A number
of Board and Commission members feared that the AFEB might be prevented from developing a scientific
program relevant to military needs-the function which had been so effective for three decades. The
members believed that the directive for bureaucratic scrutiny had come from sources higher up, and not
from General Taylor's office.

At its thirtieth anniversary meeting on 18 February 1971, Dr. Colin MacLeod, a charter member who
had been President of the AFEB from 1947 to 1955, addressed the Board and its military representatives
on the issue of conflict of interest. His speech follows:

I do not intend to spend my time in empty accolades because we have important business at hand that must be
addressed.

I suppose one of the reasons I get called upon to talk on occasions such as the present is my long association with
the AFEB and its Commissions as well as with its predecessor organization, the Army Epidemiological Board, which
began to be organized in late 1940 and 1941 under the awesome title of Board for the Investigation and Control of
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Influenza and other Epidemic Diseases in the , ited States Army. It was not by chance that some of the moving
figures in the organization of the original Board had served on a variety of Commissions organized by the Army
during World War I, such as Francis Blake, A. R. Dochez and Fess Avery, stimulated by Steve Simmons. The idea
of Commissions in the medical department of the Army is of course considerably older than World War I and goes
back, if my memory serves, to General Sternberg himself and perhaps even before. They have a long and important
history in American military medicine.

I was Director of the Commission on Pneumonia, which was established in 1941. It was one of the original
Commissions of the Board and functioned throughout World War II. At the end of the War, in a general
reorganization, some of the Commissions were discontinued or combined, presumably because they had accom-
plished their task well-or possibly because they had not done so. In any case, the Pneumonia Commission was
discontinued and I was kicked upstairs to be a member of the Board, and shortly thereafter succeeded Dr. Bayne-
Jones as President of AEB in the spring of 1946. He had been President for one year when Dr. Blake retired at the end
of the war.

I am impressed with the recurrent patterns that have appeared over this 30-year period. At times, especially
when cuts in funds are imminent or actual, there appear reactions that border on the paranoid, both from the side
of the civilians on the Commissions and the Board and the military medical services-but I do not intend to dwell
on this point, except to indicate that both are engaged in a common purpose and that each has much to offer military
medicine. I would hate to see us get so smug that this statement of fact does not burn itself into our consciousness
every day. I believe everyone on the Board and Commissions is aware that while they devise and carry out programs
and make recommendations of both scientific and fiscal nature, the Congress places the ultimate responsibility for
the expenditures of our tax funds on the military services and holds them accountable. This fact, from time to time,
has caused a good deal of uncertainty about who does what and may lead to strained relations between the Surgeon
General's office and civilian investigators as to the present time.

The Commission structure of AFEB antedates the Study Section system of NIH. I don't know how much the
Commission structure influenced the Study Section development, but I should point out that Dr. Rollo E. Der, the
then Director of NIH, was close to AFEB during World II and also [was] a very important member of the Typhus
Commission, which also operated out of the Preventive Medicine Division of the Surgeon General's office. Actually,
how do the Commissions differ from the NIH Study Sections? The differences are very great in actuality since the
Commissions are entrusted with the responsibility of devising programs, and, in collaboration with the medical
departments of the three military services, seeing to it that the programs are carried out. The Commissions are made
up of experts in their area of concern, which is generally a well-circumscribed, disease-oriented area. To use a bit of
modern government jargon, they are goal-oriented. Members of Commissions commonly derive a good deal of their
support from Army Medical R & D funds, but this in no way disqualifies them from being members of the
Commissions-in fact it is in their favor. The question is: can they be dispassionate about who else gets his work
supported since they are in competition for the same funds? I will come back to that question in a moment.

Study Sections of NIH, on the other hand, are not goal-oriented and usually do not have any responsibility for
the development of programs, although it is true from time to time that they may make recommendations about
programs to NIH, but the Study Section as such will not carry that program out. They are passive, judicious bodies;
[their) function is to review applications sent to them. Becauseof the verybroad areas ofbiomedical science they must
cover, it is not uncommon, at least in the wide area of medical microbiology and infectious diseases, that a Study
Section may not have on its membership people who are intimately aware of the significance of the work proposed
by particular applicants for funds. Possibly this happens infrequently but one knows of instances of sufficient
number and seriousness to make one realize that the Study Section system leaves something to be desired. It is not
covered by holiness as some would aver. Errors in judgment may be made on both sides: Work that has high scientific
merit may be turned down or given a low priority, or on the other hand, pedestrian studies may be given a high
priority and be funded because no one on the Study Section is sufficiently expert to make the appropriate judgment.

Study Sections are presided over by a Chairman who is relatively inactive in the intervals between meetings,
whereas the Director of a Commission is continually involved in Commission affairs, and as everyone in this room
knows, who is now or who has been a Commission Director, this involves a great deal of work the year round which
is literally taken out of his own hide and that of the University where he works. The military services get a great deal
of work, which is gladly done, but for which they do not have to pay.

It has been said by people who should know better that the Commissions consist of groups of people who hand
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out money to each other--that they are on the inside track for Army reseaich funds and prevent anyone else from
breaking into their charmed circle. This is manifestly unfair, but all here have heard these uninformed and unfair
criticisms more than once.

Actually, what does prevent the Commission members from being in conflict of interest, since it is true that
members usually have a portion of their work that deals with Commission program supported by Medical R & D
funds? There are a number of factors which historically have prevented this from happening. The first of these is
personal morality and Commission morality. I realize a statement of this kind won't satisfy the green-eyed legal
critics who see evil everywhere, but nonetheless personal morality is the strongest force in preventing conflict of
interest not only in AFEB Commissions but everywhere else in human affairs. I am impressed by the concern the
Commissions have hau toavoid conflict of interest and I don't know of instances in AFEB where it has been a problem.
As Dr. Bayne-Jones once remarked in another context, "You have to be like Caesar's wife and fall over backwards."
I should also note that you cannot legislate morality nor can the Judge Advocate General or the General Accounting
Office set down a prescription for it. But there are other factors that are somewhat more tangible and which minimize
the possibility of conflict of interest. In the first place, the Commissions do not make the final judgment based on
quality, relevance and cost. They recommend to AFEB which in turn deliberates on the recommendation and then
makes its own recommendation to Army Medical R & D. It is of course uncommon for the Board to alter the
recommendations of Commissions related to scientific judgment. This is not in the least surprising because after all,
the Commissions are made up of the real experts in the field and are mature, responsible scientists who have
remarkable dedication to their important tasks.

AFEB's recommendations are then acted upon by Army Medical R & D so that two echelons of review are
imposed between the actions of the Commission and the awarding of a contract.

This three-layered formal mechanism of review obviously provides safeguards which I consider ample by
themselves to prevent any hanky-panky were it to arise through any inadvertence.

There has also been built into the system from its beginning a very interesting set of controls imposed by the
review for both scientific merit and relevance or pertinence to the mission of the medical departments of the three
services. You will recall that NIH Study Sections pass on scientific merit alone. AFEB and its Commissions not only
determine the scientific merit of a proposal but also make a judgment of its military relevance and whether the cost
of carrying it out is reasonable because cost considerations influence both other judgments. Army R & D then takes
these twin judgments and if it disagrees with the estimate of military relevance or cost, it can take appropriate final
action--either pushing the ratings down or up. I suspect it to be rare that R & D disagrees with the judgment of
scientific merit made by the Commissions and the Board, but we always have had recurrent discussions-sometimes
sharp-with the military representatives to the Commissions and the Board concerning the relevance of proposed
research. This is as it should be since the scientist through ignorance may overlook important military considera-
tions, and the scientific administrators may overlook the relevance of a particular piece of work because they are not
fully cognizant of the implications for military medicine of the research proposed. They can't be experts on
everything. So there have to be discussions of the meritsof the casebefore arriving at the final decision and intelligent
men can differ in this judgment.

Let me emphasize, however, that the determination of relevance at all three levels of judgment is an extremely
important factor in minimizing conflict of interest on the part of the Commissions and Board. We have excellent
proposals submitted which are turned down because judgment of relevance gives a low priority. If scientific merit
is given a one rating and relevance a five, a proposal has no chance. By the same token, if the science is weak or off
the mark and the relevance is great, it suffers the same fate-that is to say, poor science is never relevant. I should
also emphasize that how much a project costs is extremely important in determining both its scientific merit and its
relevance and cost cannot be dissociated as has been proposed. This idea is both shocking and alarming because of
its naivete.

Because of these multiple sets of controls, the Board and its Commissions, I believe, have been able to function
in an atmosphere singularly devoid of conflict of interest. I hope we will continue to function in this way for many
years to come in our joint mission of preserving the health of our troops. This is our primary mission and let us not
forget it. Sometime yesterday I thought, 'The mission is about to play second fiddle to b:ireaucratic neuroses.'

The subject of relevance has other implications as well as that of being an index of the [,, orthi of a proposal. And
this gets involved in that old struggle about basic and applied research. This has been going on since the first
Commission was established and I dare say will take up a large part of the obituary of the Board. When I was
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Fresident of the Board (9 ye,.rs), there was one Commission whose meetings I made sure never to miss, because one
influential and highly articulate member, himself an outsianding scientist as recent events have once again
confirmed, invariably gave an emotional speech at the beginning of the meeting and at intervals thereafter to the
proposition that AFEB should support practical research only-it seemed at times tha, anything that wasn't involved
in the direct production of a viral vaccine should be out of bounds!

Despite the eminence of this critic and his record of high performance, I must make the point that if his advice
had been followed, many of the most significant contributions of the Board would never have come about. I believe
that our failures have been due to our irnadequate appreciation of the lack of fundamental knowledge in a particular
area and not because of failure to apply what was already known.

Lack of foresight is a crippling factor too. For example, we should have gone to work on meningococcal
immunization immediately after World War II even though the effectiveness of the sulfonamides was undoubted.
Mass chemotherapy or prophylaxis is just not good military medicine, although as a stopgap we may have to use it.
Furthermore. there was enough experience then of sulfonamide resistance in other bacteria to make it almost a sure
prediction that it would happen with meningococci also, especially under conditions of mass prophylactic use.

May I remind you of the sad story of malaria and the pickle we are in now because we did not use our wits after
World War II and [did not] realize that resistance to chemotherapy on the part of the malarial parasite was inevitable
and that the mosquitoes were not going to take DDT lying down either. I hope we will remember this tragic lesson
in designing our future course of action because malaria is certainly going to be with us in the indefinite future and
chemotherapy is probably not going to handle it unless some truly miraculous drugs are discovered.

Another crucial point about the support of the more basic relevant research is that you just cannot attract the best
scientific minds-and we need them beyond all else-if their activities are going to be circumscribed by what is
already known and by its application to military situations. As I have said, there never has been much of a problem
applying what is known but the art of research consists of picking the significant things that need to be discovered-
and then discovering them.

I have talked too long. Let me close by saluting the Board and Commissions on this 30th Anniversary-and also
by saluting the perspicacity and deep scientific insights of so many extraordinary officers in the three military
services who have been so strong in support of the best in science. I could only wish that the latter did not turn over
so fast that the process of self-education has usually been completed about the time they aredue to moveon toanother
assignment. In actuality the real continuity in military preventive medicine resides in this Board, unpalatable as that
statement may be to some of you. The trend that seems tobe developing is to break that thread of continuity through
the introduction of procedures so onerous and so unintelligent that the functioning of the Commissions and this
Board wil! be virtually impossible. It seems that nebulous fears about a conflict of interest, [which] does not exist
and never has, have caused the military medical services to run so scared that they are by way of forgetting their
mission. Gentlemen, may I suggest that you revive your actions from that point of view and not from the point of
view that there may be a staff man in some subcommittee of the House who fancies himself as a giant killer and really
has little concern for the welfare of science-nor, I dare say, for the mission of the medical departments of the three
services which is intimately tied to good science. Ex.ellent science at the least cost has alwavs been the hallmark of
this organization, the AFEB. It looks as though we are in for an era in which both quality and economy are going to
be sacrificed because we are afraid to stand up for what we know is true. As one who has spent a great deal of his
time over the past thirty years working to improve the health of our troops, this saddens me deeply. As a taxpayer,
it makes me simply angry.

Nevertheless, a management study of the AFEB was in progress. The three-member management
study team included Elliott J. Williams, Lt. Colonel Phillip E. Winter, MC, (both from the Office of the
Surgeon General of the Army), and Lt. Colonel Frank F. Jordan, MSC, from the Army's Medical Research
and Development Command. The study team consulted with a number of Board members and
Commission Directors and scrutinized records dating back to 1941, when the AEB was organized. Board
members received a copy of the detailed management report on 11 May 1972, and it was formally
presented to the Board at its meeting on 18 May 1971. Internally, the report was submitted to Dr. Richard
S. Wilbur, Assistant Secretary of Defense for Health Affairs, and the three Surgeons General for their
review.
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RICHARD S. WILBUR, M.D.
Assistant Secretary of Defense for Health Affairs

The report attempted to review the accomplishments of the Board and its Commissions since their
inception in 1941. A number of important contributions were highlighted, but there were many gaps.
Special visits ,y individual Board members, Commission members, or small research groups, who had
contributed to many important field operation problems, were left unreported. This unique program had
had vast experience during the preceding thirty years; it is understandable that the management survey
failed to grasp its magnitude.

Everyone concerned might have been more comfortable if the initial statements had simply said that
the bureaucratic climate in Washington, and particularly in the Department of Defense, now required a
reevaluation of many government-sponsored civilian agencies, including the AFEB. The management
survey group cGuld have set this tone in its study and presentation.

But a different tone was set from the beginning, which placed the AFEB in a defensive position.
Disbelief, anger, and resentment were expressed during the discussions that occurred after the limited
distribution of the AFEB management report. The Board and Commission members had always
understood the concept that changes in government-sponsored agencies occur. The original influenza
board, the AEB, and the AFEB had all accepted new charters that had been adapted to current trends. But
the management report described "an obsolete bulky system" that was "too large" and "inflexible,"
"repetitious in its programs," and "uninformed of the reality of military medical problems."

One wonders what Stevens Simmons and Stanhope Bayne-Jones would have thought had they been
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present. The men and women wh'11o had served the Board and its Commissions during the previous thirty
years had served their country and served it well, without compensation, simply because they desired
to contribute. The report's historical account of the Board's and its Commissions' activities was totally
inadequate and inaccurate. This, combined with a "verbal spanking," bruised feelings. At this point, the
AFEB could well have ceased to exist.

The report spoke of "problems of the AFEB" that included "financial conflict of interest." It stated:
"There is no question that the present system violates the spirit if not indeed the letter of the law. It is
improper to hold a government contract and be an official member of the review group that technically
approves one's research proposal even if the advisor leaves the conference room during the discussion."
It referred to the practice of reappointing scientists to key assignments, but it specified that there was a
good reason for this practice: The AFEB was the repository of the military's "institutional memory" for
infectious diseases and other medical problems.

The report commented that the AFEB was not responsive to "the changes in missions and priorities
of the military medical departments." There were certain exceptions to this statement on the AFEB's
limited organizational flexibility. For example, the Commission on Epidemiological Survey, which I
directed, had Colonel Dan Crozier as its executive officer. The report commended this arrangement.
When the report noted the overlapping responsibilities between the Commissions, it was critical that
members of the AFEB system and those of the in-service laboratories had no functional means of
communication and coordination. (This criticism was valid, and the situation had been partially
corrected when, beginning in 1960, the Preventive Medicine Division of the Army Surgeon General's
office had referred its problem to USAMRDC. They, in turn, had consulted with AFEB and non-AFEB
contractors to address the problem. Oprational questions for the Preventive Medicine Division
traditionally had been transmitted to the Board.) The study group foresaw "a requirement for joint
operational advisory groups in such areas as the medical aspects of environmental pollution and securing
and retaining scarce health professionals in a zero-draft force."

The following two options were recommended in the management report:

Option I: Keep the AFEB intact, with administrative options to eliminate conflicts of interest; fix a
tenure policy; and appoint younger members. At a minimum, it would be necessary to (a) prohibit
members of the AFEB from holding research contracts, (b) limit tenure to four years, (c) reduce the number
of Commission members by one-third to one-half, and (d) restrict the size of the Commissions to no more
than five to seven members.

Option II: Separate the operational and research advisory missions of the AFEB. The Board could
be retained as a joint advisory group for advice on operational problems on preventive medicine. The
Army Surgeon General could establish advisory groups tailored to the requirements of the medical
research and development program. The Board would remain as a joint agency to provide the three
Surgeons General scientific and technical advice and assistance in developing and executing preventive
medicine programs, policies, and procedures as required. Board members were tobeselected on the basis
of their scientific and academic standing in fields related to the Board's function, including, but not
limited to, communicable and chronic disease epidemiology and control, environmental health, data
collection and analysis, health-care delivery, and health maintenance. The management agent for the
Board would be the Surgeon General of the Army.

The study group concluded that:

*The AFEB and its Commissions have been of inestimable value to the Armed Forces for over thirty years
in providing expert medical advice in the control of infectious diseases

*The availability of trained preventive medicine officers, the emergence of a military medical research
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and development community, and the growing effectiveness of the organization for the prevention
of disease has materially lessened the need for AFEB assistance in both field investigations and
contract research

*There is a viable requirement for an AFEB, especially one that has interests extending beyond the
confines of classic disease control, and that can provide scientific and technical advice on priorities,
policies, and procedures in applying new technological and epidemiological principles to chronic
disease control, environmental pollution control, and the design of new systems of health mainte-
nance

*The organization of the Commissions should be revised so that they (ai are severed from the Board's
control, (b) function as consultants in the research and development structure, and (c) are effectively
removed from the onus of a conflict of interest

*The Surgeon General of the Army should remain the executive agent, but the members of the Board
should also be appointed as consultants to the Assistant Secretary of Defense for Health and
Environment

*A separaternedical research advisory systemshould beestablished fortheSurgeonGeneraloftheArny
*The Army's Director of Health and Environment should be given sole staff responsibility for supervis-

;ng the Board, including its operation and maintenance, with funding through the Army's Office of
Maintenance for proper administrative support

*There is no requirement that theexecutivesecretaryof theAFEBbea physician qualified asa preventive
medicine officer

The Board Considers the Management Survey Report

The Board and the Commission Directors met on 12-13 July 1972 at WRAIR and tL_ discussion was
devoted almost entirely to the management survey report. As requested, most Board members and
Commission Directors had previously submitted letters to ExecutiveSecretaryColonel Bradley W. Prior,
offering theircomments. General Richard Taylorof the Research and Development Commnand, who was
the Surgeon General of the Army from 1973 until 1977, and senior staff members of the three services
attended this meeting. Dr. Dammin and Colonel Prior prepared detailed minutes of the discussions,
which had been taped during the two-day meeting; the minutes were transmitted to each member and
Commission Director. (That document, which comprises 109 double-spaced typewritten pages, is on
record in the AFEB office.)

The discussions, which were often heated but always under control, focused on (a) why change was
necessary, (b) why the management report did not more accurately portray the Board and its Commis-
sions' activities during their thirty years of creditable performance, (c) which of the options, I or I!, was
best suited to satisfy the current bureaucratic climate, and (d) did the respective Surgeons General really
want to have a board like the AFEB? Colonels Edward L Buescher, MC, Jerome Greenberg, MC, and
Robert J. T Joy, MC, all of whom were familiar with AFEB activities, were positive that a change in scope
and function was indicated. They stressed the improved and expanded intramural scientific capability
to deal with problems of military medical significance, and the improved recruitment of qualified
personnel to key positions in preventive medicine. The participants left the meeting exhausted and with
an element of unease, but finally understanding why the Research and Development Command was
required to make basic changes in this long-standing and effective organization.

The 12-13 July meetings and events during the coming several months helped to smooth frayed
sentiments. The worst did not occur because rational minds on each side of the issue had the same
thought: 'What is best for our country and our military services?" During this critical period, Dr. Gus
Dammin, General Hal Jennings, and General Richard Taylor led the AFEB toward a much happier
outcome than had earlier appeared possible.
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Armed Forces5 Epidemiological Board and Directors and Deputy Directors of the
Commission--
18-19 May 1972

Seated, left to right. Dr. Wilhim McD. Hammon, Dr Edwin H Lennette, Dr. Gustavej. Dami,iin, President
of the Board, Dr. Francis S. Cheever, and Dr Charles H. Rammelkamp, Jr.

Standing left to right, front: Dr. Gordon Meiklejohn, Dr. David Minard, Dr. David Taplin, Dr. Bennett L.
Fjisber, Dr Richard IM. Krause, Dr. Paul C. Beaver, Colonel Bradley W. Prior, MC, USAF, Executive Secre-
tar-/, Dr Robert L Kaiser, and Dr. Floyd W. Denny, Jr

Standing, left to right, rear: Dr. Lewis W. Wannamaker, Dr. William F. Scherer, Dr. Saul Krugman, Dr.
Theodore E. Woodward, Dr. Charles L Wisseman. Jr., Dr. Abram S. Benenson, Dr. George G. Jackson, Dr.
William S Jordan, Jr., and Dr Thomas R. Hendrix.
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IN LIEUTENANT GENERAL
HAL B. JENNINGS, MC, USA

IThe Surgeon General

BRIGADIER GENERAL
KENNETH DIRKS, MC, USA
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GUSTAVE J. DAMMIN, M.D.

There are few among us who possess the competence, commitment, wisdom, and equanimiy that Gus
Dammin displayed. His productive war record was followed by a stellar career as an experimental
pathologist at Washington University School of Medicine in St. Louis and at Harvard Medical School The
AFEB was fortunate to have him as a contributor to several of its Commissions, a member of the Board, and
its President from 1960 to 1972.

During this twelve-year period, the Board and its Commissions dealt with substance abuse in the
military, immunization practices, and changes in the organization of the AFEB Gus steered a steady ship.
He saw issues and problems through to their best solutions by his appointments of consultants, the Board and
its Commissions flourished under his guiding hand. A careful and dedicated scientist, Gus Dammin not only
advised other investigators, but he also made major contributions of his own. His le.idership of the AFEB was
of unquestioned historical significance.
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At the July meeting, General Taylor appointed Colonel Richard Barquist, (chairman), and Colonels
Dan Crozier, Edwin Buescher, Robert Joy, Thomas Lamson, and Kenneth Dirks to a task force and
charged them to develop a workable plan for a new adx isory system for the Army MLdical Research and
Development Command. Colonel Dirks presented the task force's report to the AFEB on 15 December
1972.

Between the July and December 1972 meetings of the Board, Dr. Dammin and Surgeon General Hal
Jennings held productive discussions. Dr. Dammin's December 1972 memorandum to the Board and the
Commission Directors, which follows, described thiF progress:

I had an extended and % ery encouraging telephone conx ersation with Gen. Jennings last Friday about the
Management Surx eN Report, the proposed DOD Directix e, the Board and Commissions. lIe mentioned I'o grateful
he %%,as for our standing offer to help in the dei elopment of an effectix e successor to the AFEB and then described
more recent considerations by his staff of the future of the AFE. I le stated that the proposed DOD directix e, as we
rex iewed it in July as part of the Management Sur ex Report, had not been released. Indeed, it xxas being recalled
trom DOD for rex ision. Further consideration of the proceedings of the AFEB meeting In Jul% led Gen Jennings to
Inquire tui ther about the teasibility of having Commissions support the %% ork of the AFEB in its reorgani/ation Gen
Jennings and his staff are notx undertaking a revision of the DOD Directive so that it will provide for a Board-
Commission structure. It will, of .ourse, differ from our present pattern in that its primary function would be
adx isor% in relationship to policy, plans and operations and no longer relate to research and its funding I believe
that the distinction x hich must be made now bet een prex entix e medicine operations and research x as discussed
in sufficient detail at our July meeting and so covered in the Minutes of that meeting.

Speaking for the Board and its Commissions, I assured Gen. Jennings again of our willingness to help him and
his staft, and the DOD, promising to set aside sufficient time duringour 15 December meeting for a review of a revised
DOD Directi e v, hich % ould call for a Board-Commission organization. Planning and funding pre% entix e medicine
research would receix e separate consideration at this meeting. Gen. Jennings is to have Gen. Taylor and Col.
Greenberg confer with Lt. Col. Wilks and me on the agenda. I had begun drafting an agenda and had just spoken
with Lt. Col. Wilks about it, when I received a call from Gen. Jennings on Friday.

Again in December 1972, Dr. Dammin distributed the following memorandum, which indicated
further good progress, to the membership:

I returned yesterday exening from the meeting of ,,ir Commission on Rickettsial Diseases which covered two
tull daN s of reports and discussions of almost all aspects of rickettsial disease. This surely is the kind of meeting that
must be in the planning of the Board that is to s-cceed ours. There is no other meeting under an% sponsorship which
brings together as many workers and as much knowledge about rickettsial disease.

At the meeting, I recex ed the rex ised draft of the proposed DOD Directix e (5154 8) which calls for Commissions
to serve with the nexx Board. If promulgated as scheduled, tile recontituted Board would begin its service on 1
January 1973. Shoutd this not proceed asplanned, then the nei Public LaVx 92-463 ends the service of our Board on
oJanuar, 1973 Discussions x% hich I had at the meeting hinted that the nexle Loard and its Commissions may not be
organized oon enough to ax oid a discontinuit in AFEB actix it% I mention "AFEB" because I understand that the
Army intends to continue the use of the present name of the Board.

The 15 December i 972 meeting of the AFEB and its Commission Directors was most productive and
served to clarify many of the issues; that meeting's agenda appears on page 131.

During the meeting, General I lal Jennings reaffirmed his views that 60 the AFEB was greatly desired
and needed by the military services, (b) the name AFEB be retained, and (c) tl- , AFEB could establish ad
hoc task groups (formerly called Commissions, and in the future to be called Subcommittees of the AFEB),
provided that there were a limited number of members, that the AFEB and its Subcommittees comply
with the new Public Law 92-463, and that they avoid any semblance of a conflict of interest. General
Jennings stressed the need for the AFEB to work closely with the new panels (oradx isory groups), which
would be discussed by Colonel Dirks, althotugh the A FEB could not adx ise on the awarding of a contract,
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The Agenda of the 15 December 1972 AFEB Meeting

0900 Introductioni arid Axnuncernents: Di Danioin, 1're.:leoit
It Col. I'Vilksz

R. Adpi. Ceil'
Mvat Genz Steel

0915 Thle Future AFEB. L.I. Geti jetuings
Thle Research Advisory' Structuic: Col DirAs
Discussion

1000 Recess and CotffLe

1015 Military Reports
Chroic lDiseas s- Col. Culttiw.
Medical Hilness (P'hysical Standiards): Mal. lFredhindi'r
Veniereal Diseases-1 972. Col Cutting~

Discussion

Navy, Capt. Al' iande?
Air Force: Colv!. izt

1100 Reports of Commissions
Streptococcal arid Staphylococcal Diseases LOr Vinnainaker
Acute Respiratory' Disea~ses- Dr. Denni,
Ifluenza- D?.. Miik 101111

Viral hnfections- Dr Scherer
Epidemiological Survey. Dr. (ulw~iard

1215 Recess anld Lunich
Executive Session -13oar1! Mibeis, Cv~inussiv,, Diretor. iii Depnui, Directors
Group, Photograph

13301 The AlFIEB Archives
A Movinig Portrait of D~r Joseph FE. Smladel- Dr Wooidward

1345 Reports of Corrmissionis
Malaria: Dr. Powiell
P'arasit ic D~iseases: Dr Reaver
Frnvironimenital HeIalth: Dr. Mniard
Cutaneous IDiseases- Dr. Bhik (Dr Strai'~s)
lImmunization Or !hBeiwon
Eniteric finfectionts D Ih'i~r
Rickettsial Diseases Di. -eu~

Discussionl

I531) Recess- anid Coffee

1,545 IExecu tive Sessio.a-vatd M1 'nibei'

1 630) Adjourrnient
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it could render advice oo. the proposal. General Jennings asked the board to study the new AFEB charter
and to make comments and suggestions. He suggested that the AFEB plan its next meeting in conjunction
with the meeting of Preventive Medicine Officers in April 1973, and that no further meetings of the AFEB
Commissions should be held until their charters had been approved.

Colonel Dirks then presented the task force report and delineated the ground rules, compatible with
Public Law 92-463, for government-sponsored boards and committees. These regulations werL deemed
to apply to the AFEB, or to subsequent commissions or advisory groups, that would serve the Army
Medical Research and Development Command. The !aw specified that (a) advisory meetings be public,
(b) there must be a timely announcement of each meeting in the Fedcral Register, (0 records must be
available for public inspection and copying, [NOI.L The military recognized that there must be special
exemptions for privileged or confidential information .i.. (dt) detailed minutes of each meeting must
be kept, (e) an officer of the federal government must be present at each meeting, (f) meetings will be called
only by that responsible federal officer or with his prior approx al of the date, time, place, and agenda, and
(g) Committee tenure will be for two years, and will be subject to renewal only by the approval of the head
of the responsible agency.

Colonel Dirks concluded his presentation by stating that those now establishing the advisory system
for USAMRDC should maintain their previous vigorous effort to recruit highly qualified consultants in
infectious diseases, and that the members would not be eligible to hold contracts with USAMRDC during
their period of service.

The newly recommended system embraced the establishment of research-proposal review commit-
tees (entirely separate from the AFEB) that complied with the new public law on advisory committees,
conflict of interest, and other statutes closely relatd to in-house laboratory professional expertise, and
would facilitate the coordination of in-house and extramural military research.

The Board Is Reorganized Under Its New Charter

General Jennings's and Colonel Dirks's presentations and their comments during the ensuing
discussion were favorably received by the Board and Commission Directors. Then Colonel Dirks
presented the AFEB's proposed new charter. The Board met in executive session, and after making a few
minor revisions, recommended that the document be adopted. (See Appendix 4 for the text of that
charter, which was adopted on 15 December 1972.)

During this time, the entire Army structure was being reorganized. For example, the Surgeon
General's Office in Washington would now be concerned primarily with policy, a new Health Services
Command in San Antonio would handle operations. The new organization, which was to become
effective in July 1973, might well place new demands upon the Board and its newly formed Subcommit-
tees. General Jennings suggested that the AFEB might wish to assume responsibility in the four following
categories:

Communicable Disease Control, which would include (a) formulating an immunization policy, (b)
using chemoprophylaxis for contingencies, (c) evaluating of the monitoring and surveillance procedures,
(if) advising on immediate and anticipated needs in infectious disease control, such as meningococcal
meningitis and gonococcal urethritis, and (e) analyzing the infectious disease problems that might
emerge and affect women as their numbers in the military increase.

Health Maintenance, which would encompass (a) establishing an advisory service on community
public health, (b) serving the healthy, in activities such as health education and nutrition, (c) giving advice
regarding the risks in exposure to unusual environments, () developing and evaluating procedures
designed to detect disease early, and (e) designing the optimum procedure for and frequen, of periodic
health examinations.

Environmental Quality, which would include two major areas of concern. (a) those environmental
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hazards posed by military activities, such as noise generation and chemical pollution, and (b) that of the
soldier dislocated from his immediate environment.

Physical Standards, which would be concerned with (a) the bases for acceptance for and rejection
from military service, (b) the study of the examination methodology on which these major decisions are
based, (c) the development of age- and job-adjusted standards for men and women, and (l) the design
of the health-maintenance physical examination, the examination for retention in the service, and similar
examinations.

These areas of need for the armed forces clearly embraced many of the activities with which the AFEB
and its Commissions had previously been concerned. Additionally, in its new advisory capacity, the
AFEB's field of responsibility would be broadened. The way was now clear for further progress, major
misunderstandings had virtually faded, and the stage was set for the Board's spring meeting on 18 April
1973. The agenda for that meeting appears below.

This meeting ended the original AFEB and its Commissions, which had worked so productively and
effectively for over thirty years. It ended the wise and inspired leadership of Gus Dammin's thirteen-year
presidency of the Board. General Jennings said. "This meeting signals the end of a glorious era, which,
I want to assure you, isn't going to cease [just] because the Department of Defense has made a new charter
for this organization, [as required byl new laws that have been enacted and other factors." He then
presented the Army's Outstanding Civilian Service medal to Francis S. Cheever, Floyd IV. Denny,
William McD. Hammon, William S. Jordan,Jr., Edwin H. Lennette, Charles H. Rammelkamp, Jr., and me.
General Jennings announced that Gustave J. Dammin would receive the Distinguished Public Service
award, which would be presented to him by Assistant Secretary of Defense Richard S. Wilburat a separate
ceremony.

Edwin H. Lennette, M.D., Ph.D., took the chair and succeeded Dr. Dammin as President of the Armed
Forces Epidemiological Board on 18 April 1973.

The Agenda of the 18 April 1973 AFEB Meeting

Chaiman: G. 1. Dainihi, President

1200 Luncheon Meeting- Executi'e Session. Board Members

1330 Introduction and Announcements
G. J Danunin
Lt Col. N E Wilk-;, Executive Secretary

1345 Guidelines for the New AFEB
The Surgeon General, Dept. of the Army, Lt. Gen, H. B. Jennings
The Surgeon General, Dept of the Navy, V Adm. V. A. Cush4
The Surgeon General, Dept. of the Air Force, L Gen. R. A. Patterson

Discussion

Chairman. E. H Lennette, President-Elect

1500 Documentary Film and Report on the AFEB Archives: T E WnRdwiwarn
Discussion

1530 Recess and Coffee

1545 Executive Session: Preventive Medicne Ofhcer and llrit Menibers
1630 Executive Session: BoardMembers

1700 Adjournment
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FRANCIS SARGENT CHUEVER, M.D.

SargeChe% ergraduated from I lanard College,and trom IFlarvard Medical School in 193f), tlin.ered
is. internship and med.ical resident% at Presbyterian I lo..pital ir Ne- York. I le beld Mu~ith% teaching and

reswarth positions in -rukrobiolog at I Iar~ard from 1938 to 1950, when lie accepted an appointment as
P'rofessor of Nficrobiolog and Medicine at the Lini'ersitt of Pittsburgh -School of Medicine. lin M98, Sarge
%%as appoiited l)ean iof thatnmedicail sdioo~l. A senib~tle, pr.ictical approach to problemis %,as istrademark.

ha rge brought these att ribu tes tot the Commnis'.in on E~nteric I itfect ion,. of th e AP. 15 h%11ich h1le d Irected
from 1955 to 1%3. 1 le s-er% ed a% a member of the Board fromt lQ65 to 1973.1 and could al%%a',s be depended
upon for help In the earl% 1970s, Sarge joined I iora~e Ge/on as a field t.oil'ultant for the Arm% insur% vy ing
the problem, of inifectious diarrhea in Vietnam Their field studies ind recommendations pro% cc to Ile of
inestimable value and greatly aided the chief surgeon in implementing control measuires
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FLOYD W. DENNY, M.D.

Floy tZ1  in wa oorgaut in medicine from Vnebl ivrit-colf. ,icie where
later asthlie Assista nt Director, oif the StreptococcalI Diseases Labora tory at Case Western Res-er% e U ni,6ersit%
S-chool of Medicine His association and friendships with John Dingle, Charles Ramnmelkamp. Bill1 Jordan,
and others was kind led there. lieplayed a~n impoirtant role in thiepioneerinig studies o~n trept)cout.al di seases!
and their relationship to rheumatic fes er at Warren Air Force Base. In 1960, Floyd %%as appointed Chairman
of the Department of l'ediatrics at the University of North Carolina School of Miedicine. ie ha% made major
contributions to our knowl~edge (if infections cauwed by mycoplasnia.

Floyd served as Deputy Chairman of the AITB from 1955 until 1957 under his mentor. Dr. John D~ingle.
I islong esperience with Board activities included serving as the Director of the Commission on Acute
Respirator% Diseases from 1967 until 197.3,and as a member of the Commission on Streptococcal IDiseast-s
from 1954 until 1973 Aca full Board member, hei,%ascommitted todoinghissbareand much more. I iAE
commitments were taken in stride with his heavy academic responsibilities at Chapel I11ill
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WILLIAM S. JORDAN, JR., M.D.

After lie graduated from I-an% ard Medical School in 1943, Bill Jordan trained in medicine at Boston City
I lospital, %% hich pro%. ided him the opportunit% to learn from Dr. Max'.'.eli Finland. Bill then sen ed for two
sears as a medical officermi the U.S. Na%)', in 1947, he joined Dr. John Dingle's group in pre%. enti'. e medicine
at Case Western Resen e Unwersit'. School of M~edicine. He developed his talent,. as a % rologist and
immunologist and played an impo~rtan! role in the Cleveland Family Stud%,, a classic in epidemniologic
anal% sis.. This work, sponsored b% the Commission on Acute Respiraton% Disease!, of the AFIEB. sparked his

itres.t in militan% medine sic ergularl% reported the results of in'. etigations on infle~.aeo
irtis infections-inda atpkal pnkumonia. A majorcontribution of this'.'.ork %%,as the report that m''oseparate

filterable agents were responsible for acute gastroeinteritis.
In 19;6, Bill ' ordain became IDeput% Dircctor of the Commission oin Acute Respirator% Ijiseases and, in

19359. he began an eight-% ear period as is D~irector. Under his leadership, members of %ari'ous Coinmis'ionS
made great strides in dIefinig the etiology and epidemiolog of %arious respirator% infection% This
information helped impro'. e methods of pre%. ention and control ot these infections in military personnel.

'cause5 of his special talents and interest in the role of preventi'. e medicine in the military. Bill Jordan

's..,ointed a member of the AFEB in 1967. I le contributed to all acti'. ities oif the Board. %% ithlout his .'% Ise
LOUnsel. someu of the difficult problems. faied by the Board the %% ould not ha'. e been resol. ed so effecti'. el%.

In 1976. Blill was appointed Director of th. Microbiology and Infectious D~isease P'rograms of th~e
Na.tional Institute of Allergy and Infectious IDisea'es In this position, he has Loordinated our national effort
in tht- pre%. ention ot infectious diseases in ci'.ilian populations, and lie has brought tis expertise to the
deliberations of the ,\FER Bill Jordan, with in experience and intelligence, is ai national resource.
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GORDON N. MEIKLEJOHN, M.D.

After graduating in medicine from Mlc(ill University in 1937, Gordon served his internship and
residenc% in medicine at the Montreal General Hospital. Cfanada. This was followed by a fel lo%% ship in
miedicinle at thle Rockefel ler Fou ndat ion. From 1944 to 1946, hieserved asa lieutenant in thle US. Na~v lie
loi ned the fcIt fheUi % ersi t% of Cal ifornia, %% here het %%as, appoinItted P'rofessor of Med icinle In 195 1. From
1951 to 1975, Gordon ser% ed as tile' Dist ingu ished professor of Med icinei a nd Cha irmani of the lDepa rmen t of
Medicine at the Universitv of Colorado in Denver.

Gordon is one of the most longstanding and devoted contributors, to AFEB actt% ities. I le served as% a
member of theCommission on Influenza fromt 1948 to 197.3.and directed that Commission from 1971 ito 1973.
I le has been a pillar of support in conducting the eato erstir' illance studies onl the Incidence of and
the antigenic changes related to influenza. These continuing serological ob.seriations. rnmn of %% hich are
conducted at Lackland Air Force Base and other kc% laboratories, are closel% correlated %% ith those of the
Centers for Disease Control in Atlanta, the World I lea!th Organi/ation, and thle AFEB. *Fhese painstaking
obsern ations an. of great Importance in helping seltxt tht partiiolar intluenta % iruses that are Incorporated
in new vaccines from year to year.
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DAVID MINARD, Ph.D. M.D.

IDaw ii ma rd .I, m'a a.tlt du it dokitoratcI lin both ph'N iilog (1 917 and mludILI f (t1 941 11%' thlt
1. ni'. r'it' of C hia mo Ilc scr'. d %%.it h tilt, 1, - \a' . n bminiinti III I ' a' a..'11gIL-dtoauhbiu
10rLV IIIa both thilt' N01t ik and tilt 'a i~hlk ful'~t I atvr inI i \,% '..a rur. lic %'.'. a d iii tlic PlI 'i' 'og'

lIn 11;4 1,e arned i, %I I'll at the ai' R ard -ehm'mi o ikiak Health
Ilic pubimlhud no merou' paper' on tibjio.- a, x ried I, I' z-taim n ntaboiin. evrebral and rena I
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4r

Harvey Blank, M.D. Paul C. Beaver, Ph.D.
co"li~ olo Clitantlic- lDi'qa'c. (o mnll.'.Iol til Vara'Itic Il''et'

D~irector i)6-ol,2 DirccI I

Rodney R. Beard, M.D. Victor 11. Bond, MI.D.
m 1:I~ o 11% 1 rol Fi ~ilt'l I 1 git'nt' ( Innul!.no 4-- [I le!Zo



Wilbur G. Downs, M.D. Alto E Feller, M.D.

I)irtettor 11 6-116 %I )i ed* 1t''n"

Thoia ' R. Hendrix, M.D. George G. Jackson, M.D.
Comnst%- I~nter~t i!1!LC!ei- (0ronsi-o on. AcuIte Rt-pirawhrt P.

IN-ctor 10711i-:.-. Acting Dmtvrt i'I-
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Irvine H. Lepow, M.D. Harry Most, M.D.
Commission on Immunization Commission on Parasitic Diseases

.Member 1960-1971 Member 1953-1973
Director 1916--165 Director 1961-1967

6--7

Conald M. Pillsbury, M.D. Robin D. Powell, M.D.
Commission on Cu~ire\itsi Disea-e5 Commission on Malaria

Member 1954-1 168 Member 1964-1973
Directo. 1954-1962 Director 1969-1973
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William S. Tillett, M.D.
Commission on Pneumonia

Member 1941-1944
Commission on Streptococcal Infections

Member 1948-1967
Director 1949

Stanley J. Weidenkopf, M.P.H., Ed.D.
Commission on Environmental Health

Member 1965-1973
Director 1966-1970)
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PART I

The Decade of the 1970s

Reassessment and Reorganization
after the Commission System was Abolished

When the bold new organizational plan for the AFEB was approved, it was unclear to many Board
members just how the new role and advisory responsibilities would be fulfilled. Abolishing the
commission system had considerably shifted the Board's philosophy, operation, and mission. Neverthe-
less, the Board and Commission members who had provided advice and recommendations, and who had
contributed specific research for the betterment of health care and preventive medicine for the military,
accepted the new charge with objectivity and grace. This is to their great credit. With the change, the
Board and its Commissions would no longer directly sponsor specific research aimed at helping to solve
medical problems in the military. Rather, the Board and its new ad hoc Committees would now function
solely as advisors when specific problems arose.

It was not possible to foretell if the Board would continue to be as useful to the military as it had been
during the first thirty years of its existence. How would the Board and its ad hoc Committees fit into the
overall structure of the Department of Defense? In 1984, when I was President of the Board, Colonel
Robert F. Nikolewski, the Executive Secretary, prepared a White Paper at my request that described the
AFEB's function and activities since its reorganization.

The White Paper was written in response to both Department of Defense Directive Number 5154.8,
dated November 6, 1978, and Directive Number 5105.18, dated March 20, 1984. The AFEB had received
new charters on those dates. Throughout the Board's history, new charters, guidelines, and statements
of mission had been prepared to better define the role of the AFEB within the Department of Defense
structure. Because personnel are frequently reassigned in the key administrative positions within both
the military and the Office of Health Affairs, the Board itself has repeatedly needed to provide the
evidence that its function is necessary to the Department of Defense. (After all, the AFEB's institutional
memory dates back fifty years, to 1940!)

Colonel Nikolewski's report, which follows, serves both as a retrospective overview of and an
introduction to the activities that occupied the Board during the 1970s and 1980s. A list of the
recommendations that the Board made from 1955 until 1985, which Nikolewski appended to his report,
appears in Appendix 3 of this volume.
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The Armed Forces Epidemiological Board

DASG-AFEB
1 October 1984

SUBJECT. Armed Forces Epidemiological Board, Department of Defense Directive Number: 5154.8, November 6,
1978 and DOD Directive Number: 5105.18, March 20,1984

Statement of Function. The Armed Forces Epidemiological Board (AFEB) provides to the three military
Departments, through the respective Surgeons General, timely scientific and uniquely professional medical advice
and specific recommendations concerning operational programs, policy and research concerning new technological
and epidemiological principles (i.e., distribution and causation of disease in a specified population) in the control of
acute and chronic diseases, environmental protection, occupational health and health maintenance systems for all
the uniformed military services. Recommendations that have been formulated by the Board for implementation by
the respective military medical services [appear in Appendix 31.

1. Recommendations by the AFEB within the past sixty days have included Board oversight of the most
comprehensive review of the Navy Asbestos Medical Surveillance Program ever undertaken. Coincident with this
study, the Board has been charged by the Assistant Secretary of Defense, Health Affairs, in an initial and ongoing
oversight review of total epidemiologic reporting systems, specifically addressing the availability and quality of data
in potential areas of international conflict worldwide. In addition, the Secretary has requested that the Board begin
a continuing review of the medical consequences of and constraints created by the essential and increasing
participation of women in the Armed Forces. Further and recent recommendations by the AFEB have resulted in
changing, within the past three years, the policies and directives of the Tri-Service Regulations AR 40-562,
BUMEDINST 6230.1H, AFR 161-13 and CG COMDTINST 6230.4C relative to Immunization, Requirements and
Procedures of the Uniformed Medical Services. Specifically, the qualitative and quantitative applications of
smallpox, tetanus, polio, meningococcal, typhoid and hepatitis B vaccines have been substantially and beneficially
changed, thus offering increased protection of our military population with concomitant and significant cost
reductions. Policy changes have occurred in all three services regarding the variety and quantity of stockpiled
antibiotics to be utilized in answer to the complex problems associated with the elimination of diarrheal and
rickettsial disease for combat servicemen. The AFEB is singularly responsible for developing each year the formulary
and administrative schedule of the current influenza immunization program for the military which, as an aside,
mitigates potential civilian application nationally. This Board, in support of DOD, was instrumental within the past
eighteen months in justifying the maintenance of crucial overseas laboratories which are dedicated to epidemiologic
disease control and research unique to these theaters of operation. Through the office of the Executive Secretary,
AFEB, the Board was instrumental in organizing and coordinating the establishment of a United States Navy cohort
collection and study of serologic specimens which validated the efficacy of the 1982-1983 influenza vaccine, which
resulted in a savings of $500,000 in stockpiled vaccines.

2. Policy changes through recommendations by the AFEB, relative to changes in the immunization schedules
for the Armed Forces, have resulted in an incalculable benefit to the military services by reducing the impact of
preventable infectious diseases through decreased morbidity and in minimizing periods of lost training time. For
example, there were only 14 cases of measles reported in the entire military service during calendar year 1981, as
compared to 425 cases during 1980. Recent recommendations dealing with the administration of the hepatitis B
vaccine are realistically expected to be as dramatic in the control of this devastating disease with its vanety of medical
sequelae. These actions were solely the responsibility of the Armed Forces Epidemiological Board whose effective-
ness in both scientific applicability and timeliness benefited the commonality of purpose of the three military medical
services.

3. Historically, all meetings, with rare exceptions, are open meetings attended by physicians and scientists both
from within the federal government and the civilian community. This forum, because of the signal competence of
the Armed Forces Epidemiological Board (AFEB) members, consistently serves as the premier sounding board for
the preventive medicine officers of the three uniformed services. This necessary interface, between these experienced
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medical officers and recognized and reasoned development of scientific ideas[, results] in major significant changes
in military medicine common to all three services. Examples of this uniformity of scientific endeavor, between
military medical personnel and these national civilian authorities, have included, but have not been limited to, the
risk analysis, discussion and assessment of the Herbicide Orange problem, potential environmental and occupa-
tional hazard analysis associated with cancer as well as comprehensive policies regarditg immunizations of the
military community. These latter recommendations in themselves have consistently set the benchmark for public
health immunization programs for the private civilian sector. The existence of a single board of renowned physicians
and epidemiological scientists, serving the conmon problems of the uniformed medical services, has effectively
avoided unnecessary "triplication" of efforts by the three services as they address the problems and solutions in epi-
demiologic disease control, risk management and occupatianal environmental threats to the military population.

4. The AFEB operates, to a significant degree, through three chartered Subcommittees: Disease Control,
Environmental Quality, and Health Maintenance Systems. An ad hoc committee is presently investigating aspects
of the military medical health care delivery systems to effect compatible data bases and interchange between the three
services relative to the incidence of disease within the United States military population. Prompt identification of
disease threats and recommendations for disease control, which are accomplished through this committee, are
additionally designed to correlate and promptly interface with the civilian medical authorities. Expertise brought
to the Board by the designated members offers effective [representation] in the medical scientific disciplines of
infectious disease, internal medicine, occupational medicine, pediatrics, human engineering, toxicology, and
biostatistics. [The membership of the Board represents] the wide geographic, professional and ethnic diversity of
the Board. Such scientific diversity offers substantial reasoned scientific input to the immediate and pressing needs
of the military in, for example, illegal substance abuse (Cannabis spp. testing) along with the potential and varied
threats to the military and civilian populations regarding overt and covert biological/chemical warfare and nuclear
radiation exposure.

5. The Board formally convenes approximately three times per year based on written problem areas identified
to the Board by the respective Surgeons General. Task force operations occur between meetings as a data gathering
forum for formal presentation to the entire Board and representatives of the military Surgeons General and their
equivalent civilian counterparts. Relevance to continuing this committee function is tied inexplicably to current
epidemiologic investigations concerning disease control, environmental and occupational medicine threats to the
military population worldwide-particularly with the varied and complex geopolitical considerations facing the
United States government at this time.

6. Elimination of this single board of civilian medical authorities would create the necessity of requiring each
of the three military services to solicit such essential medical-scientific expertise independently. None of the three
services possess the depth of competence within these disciplines that this Board singularly and uniquely offers.
"Triplication" of efforts would result in costs far in excess of the nominal expenses associated with the present Board's
operation. In addition, "triplication" would of necessity result in a significant divergence and a lack of a standardized
approach essential to military readiness and a uniformity of required medical goals and objectives. In addition,
parochial military efforts would eliminate the open civilian forum and lack of public scrutiny inherent in the charter
of the Board as mandated by the DOD directives. This civilian board of recognized authorities offers a significant
and meaningful entr6 to medical academia which contributes to unprecedented exchange of information exceeding
the collective expertise of the Board.

7. There are no other committees within the Department of Defense, or in federal or civilian agencies which offer
an established epidemiologic forum in the biomedical sciences. This Board has effectively achieved, through
essential scientific advice and consent, an extremely effective method of recommending appropriate solutions to the
commonality of pressing problems unique to the three military medical services.

Robert F. Nikolewski
Colonel, USAF, BSC
Executive Secretary
Armed Forces Epidemiological Board
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The Armed Forces Epidemiological Board

EDWIN H. LENNETTE, M.D., Ph.D.

Ed Lennette, with both medical and doctoral degrees, was well prepared to carry out his role as a
member of that large group of microbiologists, virologists, and rickettsiologists who helped make the AFEB
and its Commissions so effective. In 1939, he was appointed to the staff of the International Health Division
of the Rockefeller Foundation, where he worked on influenza, yellow fever, and other viral diseases from
1939 to 1946. He directed the Medical Veterinary Division dt Fort Detrick from 1946 to 1947.

Because of his background and qualifications, Dr. Lennette was appointed Chief of the Viral and
Rickettsial Disease Laboratories of the California State Department of Public Health, where he contributed
Important new knowledge to our understanding of many viral and rickettsial diseases. His pioneering work
on Q fever was fundamental to clarifying its pathogenic and epidemiological features.

During this entire period, Dr. Lennette was a member of the AFEB and several of its Commissions,
particularly those dealing with influenza, viral, and rickettsial diseases. He was elected President of the AFEB
in 1973 and served until 1976. Serious scientific and fiscal considerations arose during this critical time for
the Board: it operated under a new charter, the Commission system was abolished, and the Board assumed
a strictly advisory role to the military.
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1973 Armed Forces Epidemiological Board and Committee Directors

Seated, left to right: Dr. William McD. Hammon; Dr. Edwin H. Lennette, President-elect; Dr. Gustave J.
Dammin, President of the Board; and Dr. Francis S. Cheever.

Standing, left to right: Dr. Charles H. Rammelkamp, Jr.; Dr. Floyd W. Denny, Jr.; Dr. Th, 3dore E. Wood ward;
Dr. Reuel A. Stallones; Dr. William S. Jordan, Jr.; and Lt. Colonel Norman E. Wilks, MSC, USA, Executive
Secretary.
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The Armed Forces Epidemiological Board

The Permanent Committees and Ad Hoc Study Teams Are Formed

On 12 September 1973, the Board held its fall meeting at the Academy of Health Sciences, Fort Sam
Houston, Texas. Dr. Edwin H. Lennnette presided. This meeting, which served to inform the Board
members of the medical programs under way at Fort Sam, was accomplished through briefings and
inspection tours of facilities. Considerable information was given on the health environment training
programs at this military medical center.

Dr. Lennette presided at the regular spring meeting of the Board held at WRAIR on 16-17 April 1974.
Important plans were made for new Board members durng this rmeeting. Designated Subcommittees
that could help the Board fulfill its new role were formed There was a discussion of how ad hoc task
forces might help in the military's implementation of and response to difficult health problems as they
arose. The agenda for that meeting follows:

The Agenda of the April 1974 AFEB Meeting
Edwin H. Lennette, M.D., President
16 April
0800-1200 Preventive Medicine Symposium, Sternberg Auditorium

1300 AFEB Executive Session (Board Members)
Announcements: Dr. Lennette

1300 Administrative Actions and Discussion
Approval of Minutes
Fall Meeting Plans 1974
Spring Meeting 1975

1400 Discussion of Board Membership
New Members
Chairmen of the ad hoc Study Teams

1430 Establishment of Permanent Committees

1500 Establishment of Oth2r ad hoc Study Teams

1500-1515 Break

1515 AFEB Archives, The Bayne-Jones Room: Dr. Wooduard

1540-1600 Discussion of the Mission of the Board
1630 Adjournment

17 April
0800-1200 Preventive Medicine Symposium

1300-1400 Reports from the Military:
OTSG, Army; OTSG, Navy; OTSG, Air Force

1400-1415 Break

1415-1500 Special Reports
Rickettsial Vaccines: Dr. Wisseman
Smallpox Emergency Quarantine Facility: Dr. Letcte

1500-1545 Presentation on Tropical Medicine Instruction
and Global Medicine: Col. Taras Noimsazskv, MC, WRAIR

1545-1615 Discussion on above reports
16,30 Adjournment
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HEALTH PROCUREMENT STANDARDS

One of the important problems presented to the Board during this period was that of health-
procurement standards for the military services. Dr. Lennette asked Dr. Herschel Griffin, a Board
member and Dean of the Graduate School of Public Health at the University of Pittsburgh, to head the
ad hoc Study Team on Procurement Standards consisting of Lewis H. Kuller, M.D., D.P.H., Pittsburgh;
William R. Harlan, Jr., M.D., Duke; Darwin Labarthe, M.D., Mayo Clinic; and Richard B. Shelelle, Ph.D.,
Illinois. This Study Team worked with designated military Preventive Medicine Officers, and they met
at WRAIR on 24 May 1974, with Colonel Robert T. Cutting presiding. That agenda follows:

The Agenda of the 24 May 1974 Study Team Meeting

Ad Hoc Study Team on Procurement Standards
Armed Forces Epidemiological Board

Chairman: Colonel Robert T. Cutting

1000-1245 Announcements

Approval of Minutes 13 March meeting

Reports by Drs. Harlan, Kul!er, Shelelle and military representatives
a. Bibliography and information regarding obesity as a risk factor
b. BP of AFEES rejectees for overweight and for underweight
c. Weight class of AFEES rejectees for high BP
d. Conversion of the AR 40-501 height-to-weight tables to

wt'/ht = body mass index (Keys' modification)
e. Discussion of standards

1 Height versus weight
2. Blood pressure
3. Other indicators of body fat

1245-1345 Lunch

1345-1500 Discussion of suggestion to revise height-to-weight tables by use of
height/weight index

Where do we go from here?
a. Can recommendations be made now?
b. Further studies (as requested)
c. Additional information and further assignments
d. Is another meeting desirable? When?
e. Conclusions

1500 Adjournment
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After the meeting, Dr. Griffin, Lt. Colonel Erickson, and others prepared the following recommen-
dations, which were then approved at the Board's fall meeting on 4 October 1974:

1. That the procurement medical fitness standards relative to blood pressure be modified
as follows:

a. The use of systolic blood pressure as a standard of medical fitness should be
discontinued. Those disqualifying conditions manifested by high systolic and low
diastolic pressures [e.g., aortic insufficiency] would continue to be causes for rejection.)

b. Preponderant diastolic pressure over 90 mm should be maintained as a cause for

rejection except as provided in (c) below.
c. Provision should be made for acceptance of persons with preponderant diastolic

blood pressure over 9C mm but under 100 mm with waiver. This recommendation is
based on the following considerations:

(1) The current standards were developed before the ready availability of
effective antihypertensive medication

(2) There is no evidence that patients with slightly elevated b!ood pressure
entail an increased risk of complications by participating in strenuous exercise or other
physical activity.

(3) The risk of disability due to hypertensive disease and its complications
among mild hypertensives within the first 10-15 or even 20 years of military service is
very low, much lower than morbidity associated with excessive alcohol consumption,
orthopedic problems or psychiatric disease.

(4) The risk of disability due to hypertensive disease is more closely associated
with the diastolic than the systolic blood pressure. The major current studies on cardio-
vascular disease, e.g., the Multiple Risk Factor Intervention Trial (MRFIT), consider
subjects as hypertensive on the basis of diastolic pressure alone.

2. That a representative sample of persons accepted with waiver be identified and
followed as described below:

a. The blood pressure of the men should be recorded at the AFEES centers. Values
for initial and repeat measurements at AF.ES should be retained for future analysis.

b. During his service, the individual's blood pressure should be recorded (if
possible, at 2-3 month intervals) regardless of whether visits for therapy are made to the
dispensary. Weight, and if possible, adiposity should also be reported.

c. The medical records of each man should be identifiable so that his use of health
services within the military can be documented.

d. Men who develop substantially elevated diastolic pressures as measured by
readings above 100 mm Hg on three or more occasions should be considered for
treatment.

e. At the end of one year, data on any changes in blood pressure, medication
required, frequency of utilization of medical facilities and morbidity should be evalu-
ated.

f. Blood pressure standards can be reevaluated based on the results of this one year's
experience.

Implementation of these changes would increase the pool of available manpower and yield information on the
costs/risks of changing standards relative to manpower requirements. During 1971, approximately 22,000
applicants were in this category. It is noted that about 40% of them would also be rejected for overweight. Thus, any
waiver program must provide for this factor, too.
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HERSCHEL E. GRIFHN, M.D.

After he graduated from medical school, Herschel Griffin had a private medical practice in California
for severai vars. He entered the Medical Corps in 1950 and was soon appointed Regimental Surgeon; later,
in Korea, he was promoted to Division Surgeon. His record in the Department of the Army was distin-
guished, and from 1966 to 1%9 he was Chief of the Preventive Medicine Division in the Office of the Surgeon
General. After he retired from the military, Dr. Griffin served not only as Dean of the Graduate School of
Public Health but also as a professor of epidemiology and microbiology at the University of Pittsburgh.

While in the military, Dr. Griffin participated actively in the activities of the AFEB and its Commissions.
Dr. Edwin H. Lennette, who was the Board President at that time, appointed him Chairman of the ad hoc
Study Team on Procurement Standards, which was charged to review and make recommendations regarding
the military services' physical standards. From 1978 to 1980, while he was also Dean at the University of
Pittsburgh, Dr. Griffin was President of the AFEB. This was a critical time for the AFEB, when it reassessed
its role and responsibilities as an advisory board to the military services.
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THE TWENTY-FIFT'H ANNIVERSARY SYMPOSIUM OF
THE STREPTOCOCCAL DISEASE LABORATORY

A symposium commemorating the twenty-fifth anniversary of the Streptococcal Disease Laboratory
was held at Warren Air Force Base, Wyoming, on 3 October 1974. The symposium was presented in the
form of a festschrift honoring Charles H-. Rammelkamp, Jr., M.D., a long-time distinguished member of
the Board.

The Board met at Warren Air Force Base immediately after the festschrift and planned further for the
effective functioning of the Board and its Subcommittees under the new organization. The agenda for
that meeting follows:

Symposium Agenda, 3 October 1974, Warren Air Force Base

H. B. Houser, M.D., Chairman
8:45 A.M. Welcoming Remark.,

Col. Cihristoplher S. Adams, Jr., Commander, 90th Strategic Misf-ile Wing
Col. G. Dou\'la5.*4dion, M.D., Conmmander, USAF Hospital. Warren Air Force Base
L'rovi R. Maki, Ph1.D.. l'resident, Wyom ing Heart Association

Richard M. Krause, Presiding
9-00-9 20 A Search for Better Antibody Tests for Group A and Group B Streptococcal

Infections: Lcu'is M' MiA'ntinaker, M.D.
9.25-9:55 The Evolution of the Typing System for Group A Streptococci: IV R. Maxteif. Honorairw Ph.D.

10:00-1020 On the Ways Antibodies to Stireptococcal Carbohydrates can Substitute for
Myeloma Proteins: Richard M. Kraiuse, M.D.

10.25-10:45 Break

Chandler A. Stetson, M.D., Presiding
10.45-11:05 Immunopathologic Studies of Rheumatic Heart %'lives: Melvin H. Kaplan. M.D.
11:10-11:30 The Genetic Instability of Serum Opacity and Resistance to I'hagocyto~is of Group A

Streptococci: Pav" P. Cleary, Ph.D.
11:35-11.55 Biological Reactions to l'eptidloglycaln of Group A Streptococcus and Other Bacrteria: lr, Rot in. Ph.D.
12.00-1:30 Lunch. Officers' Open Mess

Floyd W. Denny, Jr., M.D., Presiding
1 -30-2:00 l'ost-streptococal Glomerulonephritis: The Pyoderma Era: HqX1h C. Dilln. M.D.
2:0-2-25 Observations on thle Epidemniology of Rheumatic Fever Harold B. Houser. M.D.
2:30-2:50 The Relative Rheuniatogenicity of Group A Streptococcal Strains: Gene~ H. Sioltermnan. M.D.
2:55-3:25 The P'attern of Acquisition and Spread of Group A Streptococci ir Families: Av.- rl Kholy. M.D).
3:30-4.(X) Break

Harold B. Houser, Presiding
4:00-4-20 Recreational and Vocational Evaluation and Planning for the Young Cardiac: LoroaW BRnv. M.D.
4:25-1:45 Mycoplasma Pneumoniac Disease: An Immune Paradox: Fhoud tv. Denny. Jr.. M.D.
4:50-5:10 Crysta! Gazing: Chandler A. Stehqo,. M.D.
6:00-7:34) Reception. Officers* Open MeLs
7:30 Dinner. Officers* Open Mess

Ltewis ;;. 'kanfainaker. M.D.. P'resiling'
Uldiird A. Mon jn.er. M V., Frederick C. Ri'l'l'in4.%.I.D.. IAewj A. Thomas. M.D.

At the 13january 1975 meeting of the Board, discussions were held on the reorganization of the AFEB,
when the new charter for 1975-777 was placed in operation. (See App 'ndix 4 for the 1975-77 charter.)
Colonel Robert T. Cutting, MC, Chief of the Health and Environmental Division, representing the
Surgeon General of the Army, convened the meeting. Vice Admiral Donald L. Custis., the Surgeon
General of the Navy, attended the meeting and addressed the Board. An additional action item of this
meeting was to continue E. H. Lennette as Pre-sident of the Board.
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Sieaked.left to right: Cc-hind Roert T. Cu tinz. MC SA.Dr rdtwint It tIneuic- Prc,.ident of thrB.rd. Dr
Flovd W. Dennv. Jr. and Dr. Vaun A Ne vill.

Standing. left to ngbt: Dr- Tuieodore F- O Lr. i. Rusell Alexander M- Paul %I I Dnn- M. Williamn
5. Jordan, Jr.. Captan Clurles E. Atexander. MC. CSN: arud I.,. Colonel Duarte G. Erickuin. MSC, USAX.
Eweeutive Stirn.
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CHARLES H. RAMMELKAMP, JR., M.D.

Charles Rammelkamp's interest in military medicine began in 1943, when he joined the Commission on
Acute Respiratory Diseases under the direction of Dr. John H. Dingle. At Fort Bragg during World War i,
Rami., -I conttibuted important new knowledge related to non-streptococcal tonsillitis, acute respiratory
disease of recr..its, and the induction of atypical pneumonia and acute respiratory disease in volunteers.
After the war, with Dingle's group and a new Department of Preventive Medicine at Case Western Reserve
University, f ammel participated in the A.EB-. apported research that detLcted the prevalence of Type 12-
D str: ptocoLcal infect>-n in acute nephritis in tamilies. In 1948, he established a laboratory at Warren Air
Force Base as a, member of the P, formed Commission on Streptococcal Disease of the AFEB. The
pioneer.c g -tudies done there est, 1li. -,.ed that intimate contact is the major transmitting mechanism of
streptoc-ral infections, and that epi,-mics are prevented by chemoprophylaxis with penicillin. They also
showed that proper ute f antibiotics in treatment of streptococcal pharyngitis will prevent attacks of
rheumatic tcver.

Rammel worked unceasingly and made major contributions to medicine and preventive medicine.
A'though his major interest was streptococcal mf,ctions, he contributed equally to the knowledge of
stiphylot(o ..al infections Thrre is no question that Charles Rammelkamp was devoted to the AFEB, in both
its miitdr .and civilian roles, and was a major contributor to its success in solving medical problems.

15 i 2 a

Section 2, Part !



LEWIS W. WANNAMAKER, M.D.

Lot is, Warlinmaker rumeix Id , hIs tormal I ducation I ine I iI Il at tlie Unix crsitv of Minnesota. A fter hie
ioinpletel his training in pudiatrILS lie returned to the Unix ersit% of Minnesota SchlOOl Ot Me~dicHi, %% here

hie cx entua I I bvLamu a profecssor lnd Chairmarn of thu Department of Pediatrics During World War 11, Dr
Waninamaki r sa a mcumber of that remarkable team ot medical suvntist, %% hot %xorked onl streptococtai
discases and the prexvention of rikum ltii. kx ir at Warren Air Force Base, Wx oming. Il %ic a a majo~r
con1tributor to the %%xorix of this teaim of imestigators, 1%hih nilt. ided John Dingle, Charli-. Ramimelkamip. a nd
Flovd )IIn Mt\ineo Ie% is. WS'annamaker dox clopeii the Center for the Stud% of Strepto-ocm, a
%xoi Idxide reference bi'k, wxhere mnyn siientists tramieiI under his leadet ship

'I hie Al] B Profited gret l from [)r Wa ninnuker's ,ser% ice. le wxas a member ot the Commission onl
Streptox oixal and Staphx lococtal JDisi ises from 19;i to 1973, and its, direttor from 1907 to 1973 1lIe, ser ed
as a meinbier of thi. Commission onl Cutaneous lDiwsee trom 1968 to 1972
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CHOLINESTERASE INHIBITION
AND THE GERMAN NERVE GAS KNOWN AS GB

At its 10 July 1973 meetii~g, the Board heard of a problem caused by methyl phosphorofluoridate, a
German World War 11 nerve gas that was called GB3 in this country. Some of the workers at the Rocky
Mountain Arsenal had maunifested symptoms of organic depression (not to be confused %% ith emotional
depression) after they had participated in the demilitarization of GB, which is a cholinesterase inhibitor.
f n order to assess the difficulties pertaining to cholinesterase inhibition and thle depression that it caused
in these people, an ad hoc Study Team on Cholinesterase Inhibitors was formed. It convened at the
Forrestal Building in Washington, D.C., on 13 August 1975. The agenda and roster of participants follows.

Agenda, 13 August 1975
Ad Hoc Study Team on Cholinesterase Inhibitois

0900-0910 Opening Remarks; Dr. Neivill
0910-0920 Problem Definition: Col. CuttoinZ
0920-0950 Demilitariz'ation Program

GB Operation al RNIA Lt Col llaplMon
0950-1000 Break
1000-1030 Occupational Health P'olicy

Background
Practice and Procedure of RMA
Difficulties- Lt Col Hathiweny

1030-1130 Discussion of Cholinesterase Methodology
Reproducibility in Human Specimens

Dr Michael, Dr Ellin
1130 -1230 Lunch
1230-1300 Treratogenicity- Dr McNaina
1300-1530 Discussion

Conclusions
R ecommiendation-3 to the Board

Roster of Participants

.AEB inemlers. Dr. Vaun Newvill, Chairman of the ad hoc StudN Team, Division of En% ironmental Health, Exxon
Corp, Dr. Wayland Hayes, Vanderbilt University School of Medcimne, Dr. J. Henrv Wills, Albany Medical College,
Dr. David Grob, Mairnonides Medical Center.

Representatives fromi the Army: Col. L. I Legters, MC, Col. Robert T. Cutting, MC; Col. John E. Ward, MC, Col.
Marshall Steinberg, MC, Lt Col. George E 1T Stebbing, MC, Lt. Col. Robert L. Hanison,IMSC, Lt. Col. Donald M.
Rosenberg, MC,

R<epresenting t1e Air Force: Lt. Col. Frank L. Corker, MC.

Civilian Representative., front Edgei!Vaai Arsen~al.
AFEB Staff. Lt. Col. Duane G. Erickson, MSC, Executive Secretary, Mis" Betty L. Gilbert, Executive Assistat
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The ad hoc Study Team met at the Rocky Mountain Arsenal on January 28-29 1976 to further study
the cholinesterase inhibitor problem. The agenda for that meeting follows:

Agenda, Rocky Mountain Arsenal Meeting, January 1976

28 January 1976

0830 Arrive at Rocky Mountain Arsenal Dr Gaon
0830-0850 Welcome and Opening Remarks' CoI $urroe
0850-0920 GB Demilitarization Briefing. M.- Glassnan
0920-)950 Installation Retoration- Lt Col t'flluans

0950-1000 Coffee Break

1000-1020 Work Environment Moitoring and Quality Control Dr Bo.k'
1020-1035 Protedive Garment Statu, and Issue of Safety Equipment. Ai Rock
1030-1130 Escorted Tour of GB Demilitarization FaLhtie.s MP Utsillo wid .taff

!130-i230 Lunch in the Officers' Open Mess

1230-1330 Investigative and Quahty Control Studies Mr Lbstllo
1330-1350 Quality Control of RBC ChE' Col. Gl'n
1350-1430 Employee RBC ChE Determination and Evaluation DY Gaon

1443-1630 Discussion

29 January 1976

0830-1130 Discussion and E\ecutv'.e Session

After the various meetings and discussions, the Board made the following report on the problem of
cholinesterase inhibition and its consequent organic depression:

During its meeting of Februar 13, 1976, the AFEB appro, ed the report and thirteen recommendations of the
ad hoc Study Team on Chohnesterase Inhibitors The report and recommendations % hich follov' %%ere transmitted
to the Surgeon General, DA, on 23 March 1976.

In response to a request for assistance from the Chief, Health and Environment Division, OTSG-DA, an ad hoc
Stud% Team was organized to consider occupational health problems associated with the GB demilitarization
project Dr Vaun A. Newill was appointed Chairman. The first meeting %%as held in Washington, D. C. on 13 Aug
7, and a second, on 28-29 Jan 76 at Rock% Mountain Arsenal at Denver. The follo%% ing report is hereby submitted
for consideration by the Board.

1 The Study Team wishes to commend the Demilitarization Project for the marked impro,,ement in
occupational health procedures % hich ha% e been implemented at Rocks" Mountain Arsenal since early in 1975 and
which is manifest in the significant decrease in instances of Lholine.terase depressions in their %%orkers since June
1975

2. The problem of establishing baseline cholinesterase activity levels in each individuil is recognized,
particularls i% hen there exists a possioility for exposure within the first 48 to 72 hours after employment. I Io%%ever,
the importance of this baseline %alue cannot be o% eremphasized,,since it %x ill ser e as a reference point or all future
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determinations. Thus, a specific study should be conducted to determine the best least-cost procedure for
accomplishing this task. Until such time as results of this study are in hand, baseline cholinesterase acti% ity values
should be based on three determinations ptrformed on blood specimens collected on three nonconsecutix e days. In
addition, whenever there isa change in the method of determination of the cholinesfrase activity, there should be
a reevaluation of the baseline for each employee. In this reevaluation, blood collected for determination of
cholinesterase acti% ity should be analyzed by both methods for a period of time to obtain data necessary for the
reevaluation procedure.

Recommendations:
a. That a study be performed to determine the best least-cost procedure for establishing
the RBC cholinesterase activity baseline fer a newly hired individual. Until the results
of this study are available, the baseline activity of an individual should be determined on
specimens collected on three non-consecutive days.
b. That individual baseline data be reevaluated each time that there is change in the
method used for RBC cholinesterase activity measurement. Parallel determinations by
both methods on the same blood sample should be made for a period of time to aid in this
reevaluation.

3. The current practice at RMA is to determine RBC cholinesterase activity only once every two weeks on
personnel who have a high risk of exposure t%% o or more times a week. W hile this practice, in conjunction %llth recent
improvements in protective measures, has been associated xxith no instance of serious intoxication by GB, it is
desirable to detect evidence of absorption of GB earlier than is currently possible. In the 75 instances in which RBC
cholinesterase activity v'.as depressed below 75 percent of baseline in 57 individuals at RMA during the past year,
the mean percent reduction of cholinesterase actih ity reported at the time of detection was 45 percent This resulted
in a 56-day mean time lost from the job because of restriction from further exposure until the .holinesterase activity
returned to at least 90 percent of the baseline le% el. On the average, weekly, instead of biweekly, determinations on
employees who are subjected to a high risk of exposure one or more times a week would detect evidence of GB
absorption closer to the time of exposure. Earlier detection of depressions in cholinesterase activity has the following
advantages:

a. There would be less opportunity for re-exposure while blood, and presumably tissue, cholinesterase
activity was depressed, and therefore, less likelihood of cumulative toxicity.

b. Since it should be easier to relate the depression of cholinesterase activity to one or tv,', episodes of
possible exposure than to three or more episodes, it might be more feasible to identify contributory factors

c. When the depression of cholinesterase activity is the result of more than one exposure, it should be
possible to detect the depression at levels closer to 75 percent of baseline rather than at the current mean level of 55
percent of baseline. This in turn should result in reduction in the time lost from that job because of restriction from
further exposure.

d. Weekly, instead of biweekly, determinations of cholinesterase activity during the recovery period after
remo al from the job because of a depressed ChE activity should provide a more accurate indication of recovery of
normal activity, and should enable half of the employees to return to full duty a %% eek earlier. There would be some
ad' antage in determining cholinesterase acto, ity withi a day after a potential exposure, if logistically possible. The
employee union should recognize this requirement for more frequent sampling as an ad% antage for the protection
of the health of the employees, and it also should decrease time lost from duty. Employees x, ho are not subjected
to a high isk ot exposure should continue to ha% c their chohnesterase activity determined at inter- als of several
weeks to several months, depending on the degree of exposure.

Recommendation:
That employees subjected to a high risk of exposure Lo GB one or more times a week have
their RBC cholinesterase activity level determined at least once a week.

4 The reproduc.bility of %alues for RBC cholinesterase acuvity determined daily in any non-exposed normal
indi' idual is between '0 and 20 percent in the best laboratories Therefore, a determination of 75 percent of baseline
should represent a significant reduction of cholinesterase activity, exidence of sstemit. absorption of an anti-
cholinesterase compouad, and a xalid reason for a' oiding re-exposure until sufficient recoerv of cholit sterase
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Armed Forces Epidemiological Board and Committee Directors
Army Environmental Hygiene Agency, Edgewood, Maryland
11-12 November 1976

Stated, left to right Dr Paul M. Densen; Dr William S. Jordan, Jr., Dr. Floyd W. Denny, Jr.; tDr. Theodore F.
Woodward, President of the Board; Dr. Choirles H. Rammelkamp, Ir; and Dr. Norton Nelson.

Standing, left to right- Captain Dennis F. H-oeffler, MC, USN, Colonel Llewellyn J. Legters, MC, USA; D~r.
Mildred A Morehead, Dr I Ierschel PE Griffin. Dr. Vaun A. Newill, Colonel Frank T. Corker, MC, USAF, Betty
Gilbert, secretary; and Lt Colonel Duane G. Erickson, MSC, USA, Executive Secretarv.
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VAUN A. NEWILL, M.D.

After he graduated from tile Unix ersit-v of Pittsburgh School of Medicine, Vauin Ne%% ill trained in
medicine in Clv~eland and joined the faculti, of Cawe We'4ern Resers e Lni~ersit% School of Medicine there
Subsequentl%, hie held facult% teaching appointments at the schools of public health at I lar~ ard and at the
Lni~ersit% of North Carolina. From 1968 to 1970. he directed the Di%~ ision of Hlealth Effects Research at thle
National Air P'ollution Control Administration. Durham, \orth Carolina In 1974, D~r Newill joined the
Medical Research Do, ision of the Exsoni Research and Engineering Company, Linden, New Jersey.

The AFEB was particularly fortunate to ha~ e Dr~ \Neiill a~ a member. In 1975 and 1976, he chaired its
ad hoc Stid%, Teamn onl Cholinesterase Inhibitors. Wurkers at a militar% chemical plant had experienced
depression., follo%% ing their exposure to thle nerw gas isoprop I meth', I phosphorofluoridate (kno n as GB3)
The Studv Team's thorough report helped pro% ide the guidelines onl the occupational health problems
as.sociated with the deniitari~'ation of this toxic chemical
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acti% it, has occurred. However, the requirement for reco% ery of cholinesterase acti% itv to 90 percent of baseline
before permitting return to work having a potential for re-exposure is regarded as too stringent in vie%% of the 10 to
20 percent variation in the technical reproducibiity of the determination, this has resulted in longer periods of
employee absence from full duty (mean, 56 days) than would appear to be necessary.

Recommendations:
a. That the RMA continue the current criterion of removing employees from potential
exposure to GB when their RBC cholinesterase activity is depressed to 75 percent of their
baseline level, or less.
b. That the criterion for permitting workers to return to duties which entail a potential
risk of exposure to GB be changed from 90 percent to 80 percent, or higher,, of their
baseline ChE activity provided that they have had no exposure to anticholinesterase
compounds for at least one week, and provided than an 80 percent, or higher, of baseline
cholinesterase activity level has been obtained on at least two separate blood samples.

5. In order to assure maximum protection of the health of emplo ees throughout the demilitarization program,
standardization of procedures for cholinesterase activity determinations and for sur% eillance of employees should
be achieved. If it is feasible to do so, a single method for determination of ChE acti% ity should be used by all facilities.
At the least, different methods used b, various facilities all should be standardized by use of two reference
preparations of cholinesterase derived from human er% throcytes, one to be a normal control preparation, the other,
a partially inhibited (by GB) preparation. The extent of inhibition of the latter reference preparation should be knox, n
to the coordinator only, and preparations should be labeled in a nonrevelatory manner.

Recommendations:
a. That some appropriate individual be designated to be responsible for assuring that
acceptable standardized techniques for employee health surveillance are used at all
installations involved in the demilitarization program.
b. That a single central laboratory, or two or more regional laboratories, be designated
to process blood samples from installations operating under the demilitarization pro-
gram and to perform routine determinations of the RBC cholinesterase activity therein.
The various operating installations should maintain competence to perform accurate
determinations of RBC cholinesterase activity for nonroutine use in the event of an
accident or a possible significant exposure of one or more workers. A quality control
surveillance system should be established to assure that this competence is maintained.

6. There is a trend to% ard the more general use of pharmacological measurements to supplement environmental
measurements in controlling occupational exposure to chemicals. In this connection, it has been customary for
decades to monitor the plasma and/or RBC cholinesterase acti% ity of workers exposed to anticholinesterase organic
phosphorus compounds. This ofters an indirect indication of absorption ti rough measurement of a biochemical
effect. It long has been practical to obtain a direct indication of exposure through measurement of urmary e.xretion
of metabolites of a few compounds, such as parathion and malathion. Hoi e% er, onl% since the work of M. r. Shaik
has it become practical to measure the urinar% metabolites of all organic phosphorus insecticides. I,,m. Shaftic, M.
T.; Broadway, D. E.; Enos, I-I. F.; and Yobs, A. R. 1973. Aer. Food Chem. 21: 625-629. i 1 1 I The direct analytical
approach should not replace the measurement of cholinesterase activity, but the anal, sis of metabohtes. does have
the advantage of better quantitative correlation with exposure, and, if repeated, it can reflect discrete/recent
exposures rather than a summation of exposures over a period of weeks or e en months. The Shafik method of
measuring urinary organic phosphorus metabolites is now standard in .,eeral laboratories. Analysis of a fe%%
samples of urine from persons recently exposed toGB under the most severe operational conditions ,,ould re eal
whether a practical measurement of absorption of GB is no%% possible without modifi.ation of the method. If such
a trial were unsuccessful, the method still might be adapted through study of the organophosphorous metabolites
characteristic of GB, and, perhaps, through increasing the sensiti- it% of the method to detect the small concentration.
expected in the urine of exposed workers.
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Recommendations:
a. That the practicality of using the standard Shafik test be explored by sending suitable
samples of urine to any laboratory skilled in using the test.
b. If this test is not immediately successful, that arrangements be made to have Dr. Shafik
determine the possibility of adapting this test for measuring metabolites of GB in the

urine of individuals occupationally exposed to the compound.

7. No scientific opinion with regard to restrictions on emplo% ment of i% omen can be rendered before further data
are available. In general, restrictions on work for i% omen might best be applied to the risks of exposure involved in
a particular job rather than to impose a blanket exclusion from the entire project. Howex er, it must be kept in mind
that any woman who v% orks in an area where she could be exposed, and who subsequently deli% ers a child with a
birth defect, might claim that an exposure caused the defect. There is at present no scientific data which could refute
such a claim. The government could therefore be held liable for damages.

Recommendation:
That women employees of child-bearing age and capability should be assigned only to

jobs with an extremely small possibility of exposure to GB.

8. The ad hoc Study Team believes that the analysis of data from work exposure records and health records by
epidemiological techniques could provide much % aluable information for tile GB demihtarization project manage-
ment. Further, a sociological-psychological study of workers in the high-risk category might be useful in
determining why some employees experience less exposure to GB than others performing the same work.

Recommendation:
That the Commander, RMA, request through command channels of the U.S. Army
Materiel Development and Readiness Command that the services of an epidemiologist
be provided for analysis of occupational health data from GB Demilitarization Project.

9. The ad hoc Study Team believes that whenever feasible every opportunity for clinical studies on individuals

exposed to GB should be pursued using a comprehensive and well-defined protocol. This information could be of
significant % alue in occupational health programs for pesticide operations. Because of the potential %alue oi this
information with regard to the public health implications of the broad use of pesticides and their potential effects in
the general population, provision should be made for long-term retention of this data to include periodic analyses.

Recommendation:
That employees who have experienced an exposure to GB, and who have signs or
symptoms attributable to GB, have measurements made, whenever feasible, to record
local and systemic signs including pupil size, vital capacity, maximum breathing
capacity, movement of expired air and localized or generalized sweating measured by
skin resistance technique.

10. The accumulation of water, hydraulic fluid and other liquids on the floors within cubicles increases the risk
of accidents and the possibility for exposure to GB. Mechani.al failure of the sump pumps has been described as the
cause of this accumulation of fluids. Increased effort should be made to eliminate this unsafe condition.

Recommendation-
That each cubicle be provided with a back-up pumping system which will become
operationai automatically if the existing sump pump fails to prevent accumulation of

fluid on the cubicle floor.

SUBMITTED BY:

Vann A. Newill. M.D.
Chairman, ad hoc Study Team

Dtape G. Erickson

It. Colonel, MSC, USA, Executive Secretary
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THE LIAISON BETWEEN
THE ARMED FORCES EPIDEMIOLOGICAL BOARD AND THE

U.S. ARMY MEDICAL RESEARCH INSTITUTE OF INFECTIOUS DISEASES

From the time that the Army's medical research activities began at Fort Detrick, the AFEB, and
particularly its Commission on Epidemiological Survey, maintained a close relationship and responded
for advice and assistance whenever requested. The Board's Commission on Epidemiological Survey
served in a direct advisory role for the investigative programs at Fort Detrick, which later became known
as the U.S. Army Medical Research Institute of Infectious Diseases (USAMRIID). That program of
activities is described in the history of that Commission being prepared by Colonel Dan Crozier, MC,
former Director of the Commission on Epidemiological Survey and former Commander of USAMRIID.

On 20-21 November 1975, the AFEB's ad hoc Subcommittee for Infectious Disease Problems met at
USAMRIID for discussions and to plan work sessions. This productive meeting informed the Board of
the various fundamental research activities underway at Fort Detrick. (Similar sessions of this type were
held in ensuing years; when these meetings were held, a Board member gave a full report to the AFEB
at its next meeting.) Thc agenda for the 20-21 November 1975 meeting, showing the topics of discussion
and participants, appears on page 166.

THE COURSE IN GLOBAL (TROPICAL) MEDICINE AT
WALTER REED ARMY INSTITUTE OF RESEARCH

In February, 1974, 1 suggested in a letter to Brig. General Kenneth Dirks, M'1C, Commander of the
United States Army Research and Development Command, that, if feasible, civilian participants,
including selected medical students and interested faculty members, be enrolled in the Global (Tropical)
MedicineCourse at Walter Reed Army Institute of Research (WRAIR). I pointed out that curricula in most
American medical schools are grossly deficient in their training in parasitology and tropical medicine.
General Dirks kindly expressed his ready assent to the suggestion. However, because of the militar,
requirements and the practical considerations of class size, limited laboratory facilities, and fiscal
constraints, he felt it was unlikely that the course could be extended significantly, or that a second course
could be presented. Edwin H. Lennette, Board President, supported my suggestion in the following
letter, dated 19 February 1974:

Dear General Dirks:
I should like to second the comments of Dr. Ted Wotdward in his letter to you of I I February 1974 with general

reference to global medicine and specific reference to the course in Tropical Medicin" at the Walter Reed Army
Institute of Medical Research. Dr Woodward has pinpointed an area in which medicine in this country is woefully
deficient and, since medical schools .re no longer invoived in the teaching of global medicine (or, as it is sometime-s
designated, tropical medicine), I truly believe that the Department of the Arm. could play a major role in this
important area of medicine and medical education.

Indeed, I feel that the subject is of such importance that I havea.sked Col. Wilks, eecut% esecretar of the Armed
Forces Epidemiological Board, to place it on the agenda of the next meeting of the Board, viz., 16-17 April 1974.
Sincerely yours,

Edwin II. La'imette- M.D.. Ph.D.

The course was expanded somewhat, in keeping with available resources and the normal constraints
of WRAIR staff members. A few Peace Corps physicians have taken the course and non-military
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The Agenda of the November 1975 Meeting of the Subcommittee for Infectious Diseases

0900 Opening Session
Introduction and Remarks: Coii Ja~eph F Metzger, MC, Brig Gen. Ke .nneth R Dirks. MC

20 November
Coffee Break
Scientific Presentations

1. Subpopulation of acti~ el rosetting T-lynmphoc~ tes as an index of CMI in man. Lt!. Col. Robert Edelman, MC
HI. Multiple leukoc~te faitors that induite reactions kharactvrstit of the inflarnmator% response. Car'l .1 .Mapyes. I'llD.
Ill. Directions of Arenavirus Re-search

Arenavirus studies at USAM%.RIID- Lt. Col. Gerald A. Ltfili VC
The African green monkey as an alternative primate host for studying %Machupo virus
infections: Clinical aspects: Capt. Frank~lin S. IWi'ner, VC
P'athogenic studies of Bolivian hemorrhagic fever: Waj. Charles G M, Leod, Jr., VC

12!5 1Lc at Fort Djetrick Officers' Open Mess
1330 Scientific l'resentations (continued)

IV. D~irections, of Rickettsiology Research
Overview of Rickettsiology D~ivision research' Maj. Carl E Pedersen, Jr., MSC
Immunological aspects of spotted fever vaccines Richard il-Ken won, P1h.D.
D~iagnosis ot Rock\ M.ountain spotted fe\ er using radioirmmunoassay techniques, Mka; Chnirle. N O:.terMC
Specific in1 v',t lymphocyte transformation to Rocky' Mountaini spotted fever rickettsial

an1tigen: Majt. Michael S Ascher, MC
Immunological potential of the soluble antigen of Coviella burniin Mlai. Ridhard .'l. Kiinmnoto

Coffee Break
V. Directions of therapeutic studies

Effect, oit poll ICI.C) on ylo fever, Machupo, and Venezuelan equine encephalomyelitis virus
diseases in monkeys: Maj. Edweard L. St'ephen. VC

Mouse models for evaluating potential antivira-l compounds: A new "indirect"
evaluation model: Ralph IV. Kitehne, M.S.

rhe use of sniall'particle aerosols ot antiviral compounds for the treatment of type A
I nfuenza pneumonia in animal modiels: Mla,. Jerryl S. Walker, VC

Pharmacokinetic aspects of aerosols oif kanamycin in normal and respiratory Klbsiella
1winnnonweinft-ded rats: Richard F. ger,',:dt. Phi.[)

1715 Cocktails and Buffet Supper Fort Detrick Officers' Open Me%%

21 November
0M0) Scientific P'resentation% (continued)

VI. Blactecrial lExotoxin"
Oer% iew of toxin research: Leoiptnd Spero, Ph.D.

lknl~"ae'oto'in-l'ropertie' and role in pathongenes,-s Stephen ! 1. Leppla. I'h. D.
The respon-se of mnammialian cell" to the exotoxifls of CorLwidw-dehriumi dtiklih'rwe and

Ps~';uoynias .iernenwsar Differential cytotoxicitv: Jahn L. Midillellrook. 110..
Staph% lococcal exfoliative toxin: Ms. Anna I). johin-4oi;

Coffee Break
Consultation Ses!sions Each Division Chief will serxe a" host for meeting, with con~ultaiats a%,igned
according to the following li~t:

Division Consultant
Aerobio'og Willham S. Jordan, Jr., M D.. and I lerschei E. Gritfin, M 1).
Animal Assessment Reuiv Arthur Stallones..M.D).
Bacteriology William 1). Sawyer. M.l).,and Charle-s If. Rammelkamp. Jr., M 1).
P'athology' A. M l'appenheimer, Ir., l'l.t) and Abram S. Benen~on, M.D).
Physical Sciences Ralph 1) leigin. M.l)..and Jay 1'. Santord, XI D)
Rickett~olog% Bennett L. Ikiberg. M I).,andi Theodore Ei. %V,- 'dward, Ml)
V'irology Edwin I I Lennette. M D).. and Neal Nathan"-.n. M.l)

121 - L~unch at Fort Detrick Offi.cr"' Open Mle"
1.1%t) Executive Se,%sion
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LIEUTENANT GENERAL
RICHARD TAYLOR, MC, USA

The Surgeon General

candidates have either enrolled oi audited the lecture series. Available laboratory space has been a
limiting factor. The AFEB has always shown great interest in educational programs for all o. the militatr
services, and Board members have contributed to various of the courses, particularly the one at WRAfR.

The period of fiscal austerity continued. In 1976, Colonel Richard Miller, MC, Chief of Preventive
Medicipe at WRAIR, and Director of the excellent global medicine course there, reported a problem and
asked for a little help. I-le had been informed by the Surgeon General's Office that financial limitations
had necessitated canceling the course. In a telephone call, I commented to General Taylor that closing
the global medicine course at WRAIR would have far-reaching implications. After all, the course had
served to indoctrinate the medical officers of all three services to the field and practical problems faced
in the tropics. General Taylor, during his entire career, had closely identified himself with the Board, and
the spirit of cooperation between him and the Board had always been a two-way street. I le pinched a little
more and found the financing to continue this excehent instructional course, and it remains one of the best
of its kind anywhere. This is a fitting tribute to the excellence of military-sponsored educational
programs, which keep medical officers informed of unusual but important global mediual problems.
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THE AFEB MEETING AT THE
CENTERS FOR DISEASE CONTROL

Because the Board desired to keep abreast of relevant national problems related to infectious' disease
control, it held its w%-inter 1977 meeting at the Centers for Disease Control (CDC) in Atlanta, Georgia.
Se cral important dex elopments, during this period had prompted this change of -, enue. Dr. William
Foege, Director of the CDC, briefed Board members on the scope of their actix itics. Legionnaire's, Disease
had posed a considerable threat that -summer, and Board members were able to hear.. fir!s'& hand. of the
nie%% de,,elopments in this field. Furthermore, the African-deri% ed hemorrhagic fw. ers caused b the
Lassa and Ebola viruses %% ere occurring with increasing frequenc% and hod the potential to pose
considerable challenges for thle military.

This collaboratix e mneeting amiong the AFEB ano staff members of theCDC, IVRAIR, knd USAMRIID3
prox ided a unique forum. Discussion arose regarding the optimal site for the hospitali/ation of patients
who were either en route to, or alreadN in, the United States5,and who wvere possibly infected with either
% irus. It wvas concluded that the best plan should include upgrading the security laboratories (Class IV)
at LSAMRIID. And it %%as considered appropriate that patients thought to be in the incubation period
of any of these hemorrhagic fevers should be hospitalized at Fort Detrick.

Tis meeting was very useful, and it demonstrated the bei 1ef its that accrue from holding meet -s
at the site %% here a subject disease is under investigation. The agenda for the AFEB meeting in Atlanta
follows:

Agenda for the 14 November 1977 AFEB Meeting at the Centers for Disease Ccntrol

0830-0S40 Opening Remnarks Dr. I ler <hel E Grt'fzn. President, AFB
0840-1910) Overview (if CDC Operations: Dr. Win. Fote'e. Director. CDC
(i910-lI() lpidemniolugic Surveillance and D~isease Reporting 5% -tem% Dr P'hilip S. llrachirtn.

Director. B3ureau of Epidemiology
i1010-1025 Cofive Break
1025-ii2; L~egionnaire's D~isease- Dr. Darerd 1". Fraser, Chief. Special P'athogens Branch.

Bureau of Epidemiology
112?5-122; U vsi and Ebola Viruses-nvestigations and Management (if Imiported and

Indigenous Cases. Dr. Karl joh'i_,on, Chiet, Speial Pathogen, Branch. Virology
Division. Bureaut of Laboratories

!225-1315 Lunch
0, 1-1400 National l'reparednes,; for Defense agalinst Biological Warfare Agents and

for National I ealth Emnergencies
Discussion of Separate and Joint Responsibilities and Capalbilitivs for a

Coordinatedt Response by All Agencit-. Invoived
Stockpiles oif Vaccinus. Antitoxinsand Immune Globilin,.

1400- 1.4'4) Report fromn Subcomitte oin IDiease Control and Di-cussion: Vr .11Iran: liemwn .,n.
Subcommittee Director

1430-151 Report from ad hoc Suibcomimittee oin Asbestos Related I tealit Problem,
and Discu!ssion: Dr. Anna Kzte:fcr. Subcommittee Member

15t)0l515Coffee Breal,
1;1;-154; Report from Subcommittee on I ealth Maintenance Systems- and Dtvtsioii

DL ilrc A~rco:l.Subcommittee Membetr
154i-1600 Report on 1977 LSAMRIII) planning e'onDr. Ciharle' it. kiw-"rel~imp. Ir.
U11-16.1 p'rograms of the Uniformed Services, University oif the I health Sciences,

GCi;.. Dirk Van 11enn .1ISX. Chairman. lMpartnient of Preventive Medicine and
iliometrics, USUI IS.

I030 -1)0 Army P'reventive %Mdicine Report l.a.:Nx.ws.M.(ht Ieltan
Environment Division. Office of the Surgeon General

1650-1710 Na% v preventive %mdicino Repor.t: Ci;'!. W I llrown:li'. MC USV. 1 lead.
Disease Analysis and Control Branch Otctpatio-al and l'reverti~ e Mevdiine
Division. BIU% El). DN

1715 Adjournment
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1978 Arni Forces. Epidemiolcogical Bkird and Committee Directors

Racwk rowi~. kitt to' right. Paul V Densrn. -S Am~nu M-RaLctt~c-,) %I ats! iKo'inMD. V\t M. W. \Z\-M I)..
Abrani S. fivnewiln. M.R. janc- Cbrn. X.D .. nd Lt- (C 'h'nc4 Duane .- Enck-.on. M.. *i ) \'LC USA Fxot
5'-retarv.

!ru a.t tv Ti r h;. T-dr F. Wtivard. NA).. Gti'Ln-c 1. D.amm-nMM) I fer-ch.I E_ Crilin. M..
i'res~den -.,! Ih-' :Vm.J: thark- IfI. Raznnidkamp. Ir-, NI.I).and Williami S. Jtordan. .. MI

AEL Liaison, with CDC
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THE PROBLEM OF THE HERBICIDE AGENT ORANGE

For more than a di _adc, the AFEB had heard reports and entered into discussions regarding the
medical effects of expcure to the herbicide Agent Orange in Vietram. The Board's role had been to
render advice pertaining to the techniques and methods foi evaluating the problem. On 30 August 1979,
a special ad hoc Subcommittee met to review a plan to study the possible adverse health effects on Air
Force personnel following their exposure to Agent Orange in Vietnam (Project Ranch Hand). The
attendance roster for that meeting follow,:

AFEB: Floyd W. Denny, M.., Anna M. Baetjer,M.D., and Paul M. Densen, D.Sc., members, and
Captain Charles W. I lalverson, USN, Executive Secretary.

Consultants and Technical Ex ;rts. Major Alvin L. Young, USAF; Joel Michalek, Ph.D.; Lt. Colonel
William H. Wolfe, USAF;, Colonel George D. Lathrop, USAF; Major Phil G. Brown, USAF; Rober, W.
Miller, M.D., Abraham Lilienfeld; i t Colonel Ronald D. Burnett, USAF, Colonel J. W. Thiessen, USAF;
Commander R. B. Peterson, USN; and Bartlett M. Rhoades.

Dr. Paul Kutin, a Board member who was active in the Board's assessment of the Agent Orange
problem, was unable to attend this meeting. The ad hoc Subcommittee carefully considered comments
and recommendations reg.rding the Rar h Hand protocol, and their recommendations were approved
by the Board. The recommendations pc, tained to the need to formulate an ideal control group with
pre-vision of adequate sampling flexibility and replacement under the proposed best-match variable
concept. It was proposed t!'i.t -nly one bes -match-available control be used in the analysis. It was further
recommended that a classic retrospective-prospective mortality study be considered (in conjunction with
the proposed study), comparing the Ranch Hand personnel with the nonexposed C-123 air crew
members. Other suggestions pertained to (a) the type of statistical testing, (b) whether a positive dose-
response finding would be required, (c) dose-latency analysis, (d) the type of bias corrections, and (e) the
criteria for rejections.

During the 18 September 1979 meeting of the Board, Colonel William Wolfe, USAF, and Dr.
Patterson, an analytical chemist, reported on data that evaluated the immune systems of the Ranch Hand
group that had been exposed to Agent Orange. Isotonf-- "mi,;on _.ctr-cphctometry techniques
measured dioxin and its analogu.o in aclipose tissue and seruu,, concentrations were higher in serum.
With an overnight run, it was possille to perform five sample s, ecimens at a one-time cost of $1,000 per
specimen. Two mill.on dollars would oe required for a two-year project. The half-liic of dio..in is
assumed to be 7.08 years. Studies showed that the Ranch Hand Group, v. hich comprised 2,250 in the
study, were exposed to Agent Orange, based on the isotope findings. Interestingly, no difference in
serum levels was detected for Vietnam and non-Vietnam test samples.

The Board continues to be involved in this important longitudinal study.

THE ASSISTANT SECRETARY OF DEFENSE REQUESTS THAT
THE BOARD CONSIDER NEW ISSUES Cr C %EAT IMPORTANCE

The Board usually held it- fall meeting at a facility known as Parson's Island at Kent Island, Maryland.
McCormick and Company of Baltimore kindly allowed the AFEB and its guests to meet there. This
particular meeting w is of considerable interest since a number of senior military officersi id others in
authority attended the meeting. These included. John Moxley, M.D., Assistant Secretary of Defense for
Health Affairs; Lt. General Charles C. Pixley, MC; and Brig. General Garrison Rapmund. One of the
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THEODORE E. WOODWARD, M.D.

Ted Woodward was raised in Westminster, Maryland; he graduated from Franklin and Marshall
College in 1934 and the University o Maryland School of Medicine in 1938. He entered the Army in 1941,
interrupting his internship and residency in medicine. During the war, he served at Fort Meade, Maryland,
for a short time, and with the U.S. Army Corps of Engineers in Jamaica, B.W.I. This was followed by research
train.ig at the Army Medical School in Washington, D.C., where he attended a course in tropical medicine.
He was temporarily assigned to a field laboratory with the initial landing forces in northern Africa. His work,
primarily on the typhus fevers, involved research at the va4rious Pasteur Institutes in northern Africa, and he
was a member of the U.S A. Typhus Fever Commission. He served in Naples, Cairo, the Aden I'rotetorate,
the European theater (in England and Normandy and elsewhere in France), and the Pacific theater (in
northern New Guinea and the Philippine Islands).

After World Wor II, Woodward practiced medicine privately in Ba timore for several years. In 1948, he
joined Joseph E. Smadel in studyin 6 the clinical efficacy of Chloromyce in ;n the treatment of scrub typhus
and the typhoid fevers in Kuala Lumpur, Malaya tn'w- Malaysia). Aftei this valuable experience, he joined
the faculty of the University of Maryland School of Medicine, where he organized tho Division of Infectious
Diseases. From 1954 to 1981, he w- Chairman of the Department of Medicine there.

He contributed to AFEB activities, first as a member of the Commission on Epidemiological Survey from
1952 to 1971, and as its Director from 1959 to 1973. Fie was a member of the Commission on Rickettsial
Diseases from 1955 to 1973, and an associate mtmber of the Commission on Immunization from 1950 to 1973.
He served as President of the AFEB from 1976 to 1978, and from 1980 to 1990.
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prominent guests was Wolf Szmuness, M.D., Director of the Laboratory for Epidemiology at the Kimball
Research Institute of the New York Blood Center. The agenda for that September 1980 meeting and a
summary of its minutes, which provide ir ight into the manner in which the Board functioned and
recorded its discussions, follow:

Agenda for the Fall 1980 Meeting of the AFEB

19 September

083)-0840 Opening Remarks: Theodore E. Woodward, M.D, President, AFEB
0840-0850 Greetings John Motihv, M D, Asst Secretary of Defense for Health Affairs
0850-0930 Infectious Disease Research Funding: Brig General Garrison Rapoinud,

Assistant Surgeon General for Research and Development
0930-1000 TBA
1000-1015 Coffee Break
1015-1100 Navy Overseas Medical Research Laboratories. Capt. S. W. Joseph, MSC, USN,

Naval Medial Research and Development Command, NNMC
1100-1145 Commentary on a Paper by Dr. E K Gunderson Concerning Epidemiological

Models for Management and Clinical Services in Health Care Systems:
Pati Densen, D.Sc.

1145-1300 Lunch
1300-1330 Tri-Service Experience with Hepatitis B Virus: Army, Navy, and Air Force

Preventwe Medicine Officers
1330-1430 Hepatitis B Vaccine Trials in a New York City Homosexual Male Population:

WIolf Szminess, M.D., Director, Laboratory for Epidemiology, Kimball Research
Institute of the New York Blood Center

1430-1445 Coffee Break
1445-1530 Army Preventive Medicine Report Col. George E. T. Stebbing, MC, Chief, Preventive

Medicme, Consultants Division, Office of The Surgeon General, DA
Navy Preventive Medicine Report: Capt. R. L. Marlor, MC, Director, Occupational

and Preventive Medicine Division, Bureau of Medicine and Surgery, DN
Air Force Preventive Medicine Report- Col. Alfred K. Cheng, MC, Chief, Preventive

Medicine, AFMSC/FGTA
20 September

0830-0840 Opening Remarks: Theodore E. Wood,vard, M.D., President, AFEB
0840-0900 Reassessment of AFEB Recommendation Concerning Typhoid Immunization

for Dependents Overseas
0900 AFEB Working Session

Summary of the Minutes

Dr. Woodward, President, opened the meeting at approximately 0830 on 19 September 194l0 by welcoming all
present with special recognition given to Dr. Moxley, the Assistant Secretary of Defense for Health Affairs, Lt.
General Pixley, the Surgeon General of the Army, and Brig. General Rapmund, the Commander of the U.S. Army
Medical Research and Development Command After a few introductory and administrativt remarks, he called

upon Dr. Moxley as the first speaker.
Dr. Moxley began with the statement that the problem with which the AFEB had been involved concerning

overseas laboratorie., had been settled and that a!l 4 ( the labs would stay open and all of the personnel positions
reinstated. He stated that due to changes which have been experienced over a period of time within the DOD medical
fields he would like to ask the Board to give thought and consideration to the following areas in the future.
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1. Focus research on neurobiological or chemic.,l warfare issues.
2. The vulnerability of human organisms in hindling certain types of % eaponry, an example of the problem is

the severe hearing impairment from close proximity to the firing of certain heavy artillery.
3. Epidemiological research into alcoholism and substance abuse.
4. A realistic, sharply defined set of physical standards, such as weight, % ision, and sickle cell trait carriers, that

would eliminate frequent waivers is needed.
5. Research on effects of individual and group isolation, and its effect on combat readiness and on interpersonal

relations.
6 The importance and expanding area of computerized management information systems (DEERS, TRIMIS,

UCA).

Dr. Moxley, in concluding, asked that consideration be given to the composition of the Board itself in filling
%acant positions with the expertise, interest and dedication to address the types of issues described abo% e. He stated
that previously the AFEB had focused on infectious diseases but no%% is diversifying to include other areas and that
he feels the above areas will be very challenging areas within the DOD over the next few years.

A question and answer session followed in which Dr. Moxley stated that it would be ver, difficult to justify a
Board as large as the AFEB in the future if the Board was focused entirely on infectious diseases and that the Board's
expansion in the future was desirable. It was stated that two-thirds of all casualties during past %% ars were due to
disease, not hostile action, and that disease has been critically important to manpower during v% artime, however, it
may have less impact on manpower effectiveness at this time, and it is not known how much time should be given
to various other areas. The information system will address this.

Dr. Woodward called on General Rapmund as the next speaker.
General Rapmund stated that he would like to place into perspecti% e the status of the Army's research programs.

Hestated that the Army has nine laboratoriL which are headquartered at Frederick, Mar, land, that there is currently
a staff of 2,800 and a budget of about $85 million, and that by the end of 1980 all nine labs should be involved in
chemical research. Some of the current research programs include, disease, environmental hazards, casualty care,
dental, chemical, drug abuse, and tank gas masks.

General Rapmund stated that some membe rs of Congress land ] Hill committee staffers are convinced that R &
D and NIH do duplic-,:e work. They feel that Ai.ny R & D should concentrate on lasers, microwaves, land I chemical
and biological warfare defense. General Rapmund stated that the Board may be able to help with programs for
typhus research and anti-malanal research. He said Congress says that there is duplication of research efforts among
Services, the military medical school and NIH. He stated that the Board may help to influence decisions concerning
research of military medical importance and national defense. Better visible dot.umented coordination between NIH
and the Services is needed to avoid cuts in funds. He stated that there is a necessity to demonstrate to Congress that
DOD is seriously coordinating research efforts in order to avoid fund cuts. Help is needed from the Board for
independent verification of the nature and validity of the problems. General Rapmund then said some priority areas
of interest include, in the order of priority, chemical agents, performance in hazardous militarN environments, and
infectious disease.

General Rapmund then listed some of the advisory bodies they may call upon if needed. Included are. the Army
Scientific Board, clinical Consultants to the Army Surgeon General, the Defense Science Board, and the National
Academy of Sciences National Research Council and also a number of contract souices.

General Rapmund stated that research for occupational health is needed particularly in the areas of the dangers
of new weapon systems. The principal emphasis should be on fire-power and sustainability of troops in the field.
He said, as it stands, the medical consideration is not an integral part of the weapons system development. But, if
the Army would view and allow human taLiors as part of the sy.,tems development, then resources could be returned
to support this. The major weapons system decision-making body is chaired by very senior people and medicine is
not represented. The Board might be able to help on this issue. There are currently a lot of weapon systems that are
not ready to be fielded and have not been tested for human fa.tors.

Dr. Woodward called on Dr. Densen to comment on Di. Gunderson's paper Epidemiological Models of Value
for Clinical Service and Management of Na, y Health Care Systems. Inpatient and Outpatient Data at the Naval
Health Research Center at San Diego.
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The Arned Fotce, FEidentoogi al Board

Meeting of the Armed Forces Epidemiological Board
Parson's island, Maryland

September 1982

Rear Admiral James Zimble and Left to right: Captain F lailer, Admiral James
Brigadier General Monte Miller Zimble, Colonel Al Cheng, Dr. D%, ight

Culver, and Dr. Abram Be'ienson.
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Dr Densen stated that first, he would like more preciseness in the language of the Iconceptuall framework t hen
dealing with incidence of disease, and second, a little more thought to the use of sampling procedures would greatly
reduce costs and aliow more factors to be examined. The mechanism for identif% ing which groups are high risk
groups for morbidity or hospitalization and identifying problems that go ix ith certain kinds of en% ironments were
discussed The methods for coordinating general health maintenance programs and occupational health programs,,
with thought given to placing people in jobs, i e , matching physical capacities of lndi iduals against physical
requirements of the jobs, need further study

Dr De-isen suggested the organization of i task force consisting of the three Pre- entive Medicine Officers of the
services, the San Diego group, the statistical units of the Ser, ices, a clinical group and someone i% ho represents the
actual clinical problems of deli, ering health ser% ices get to ,ether for more meaningful data collection. Dr. Densen
also suggested that research be directed at testing i a% s of indicating beneficial life sty les in the Armed For,.es should
be developed Dr- Densen stated that a form is being put in health records of Air Force and Na% y civilian and military
personnel indicating what exposures exist in the %- orkplace. The phy .sician should indicate at the time of the exam
whether it is an occapational illness. This data collection sy stem must hax e the proper questions asked and the
proper data collected in order to be of value.

Dr Woodward then called upon Captain Joseph, USN, to speak on the Na% %'sO% erseas Medical Research Labo-
ratories.

Captain Joeph began b% stating that the matter of the O erseas Medical Laboratories has been resolved and
expressed thanks for the efforts of a number of persons, including the AFEB. He stated that the Naxy Medical
Research and Development faces a cut of approximately S3-12 million and that added to last yeari cut plus
additional years cuts, that soon the decision of whether the Na% v can continue to maintain certain projects will exist.
Captain Joseph then briefed the Board on the locations of the Nax y medical laboratories and the projects with which
they were involved He briefly justified the necessit% of having laboratoriesat these %arious locations. He stated that
in the Navv Overseas Laboratories, the infectious disease I.-ograms are primarily inx olved in the following four
areas epidemiology, improved diagnostic methodology evaluation and use of chemotherapeutic and chemopro-
phylactic drugs and vaccines. He stated that it was important to recognize that a disease is not al%,as the same in
various areas, thus they are looking at risk of exposure to %arious infectious diseases, their pre% alence, sex erity and
resistance to therapy in these various locations.

Dr Moxley stated that one of the very significant factors in saving the laboratories xx as the strong suppori for
retention of the labs expressed by the host nation governments. Dr. Moxley also said that universal respect for U.S.
biomedical capabilities is held throughout the world, xx hich is an important factor % hen approaching nations to

develop relationships to have sites where bases can be developed.
Lt Colonel Erdtmann then provided information concerning the x iral hepatitis morbldity in U_.S. Army active

duty forces He pointed out that most individuals that have clinically apparent hepatitis, i.e , ha% ing jaundice,
significantly elevated liver function tests, or ty pical sy mptoms, are admitted to the hopital and gix en a diagnosis
of acute viral hepatitis as long as otherconditions associated with jaundice and abnormil h er tunction are ruled out.
It is then routinely determined %% hether the indix idual's blood contains HBsAG, a marker for ;? pe B hepatitis. Other
hepatitis 13 markers are not usually performed. Lt. Colonel ErLtmann went on to prescnt dd,, hich shox ed hepatitis
rates almost ten times higher in the Army than for the U S. population at large. I Io%% ex ur, due to difterent reporting
mechanisms in the civilian community, the real differences in rates are probably not that great. But Lt (. lonel
Erdtmann said the data suggest that there is probabl% a higher occurrence of hepatitis among military tortes than
among the U.S. civilian population. From 1976 to 1979, the Army % orldwide iase rates % xert: gcnerallx stable -x ,th
approximately three cases per thousand per y ear (for all ty pes o.ombined) and o)ne Ld.as per thousand per % ear tbr t% pe
B. There were approximateiv 2,200 cases of all types per year and 800 caII, per y ar of HBV v. ith an o% erall do, ktne
in acute viral hepatitis in 1979 Lt Colonel Erdtmann caution.t the Board that the trul number ot t.Ises of hepatiti,
B was probably understated The IIBV cases as presented represented only thost in xith a HIBsAg test xxas
performed, was positive, and was recorded within the iedictal record at the tuine t~lL d, tharge sumnlar wxas
dictated. Those indix iduals with acute,, iral hepatitis in %% horn an I- IBsAg test ,as not dto,, or %% hose tes! rveuit xsa-
not available at the time of discharge were not counted ast.aes oif hepatitis B..\dd itional,,those mdx idtial, xx hoe
1-IBsAg test was negative were discounted as cases of hepatitis B elen though other serologic markers might ha, e
been positive for hepatitis 1B had the-. been done_ Thus, the data repreented onl,. a "least ase" anal,is o' hepatitis
B morbidity. He reported that during thc period 1976 throut:li 1T79 most of the 111B\ rases okLurred in l.urope (53'.,
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GARRISON RAPMUND, M.D.

FoIlov% Ing iI. graduation from I Iar ard College in 1949. and from the Columbia University College of
P'h'% icians and Surgeons in 1933. Garrison Rapmund traineid a% a house officer at Bellevue Hospital in New
York, and in pediatrics at the Babies' 1lospital. Columbia Presbyterian Medical Center, New York.

Gary Rapmund joined the Department of Virus lDiseases at WRAIR and later sterved at the U S. Arnm
Medical Research Unit in Kuala Lumpur, Malaysia lie developed an intere-t in rickettsial disease'.,
partikularl% mite-borne t% phus te% er. and made Important contributions to their diagnomis and pre% ention.
I le %.as Cormandant of the unit in.Mala% ma from 196.5to 1969,and %%as lDirectorof WRAIR from 197tto I979.
Dr~. Rapmund %%l promoted to. Major General in 1981, and hie commanded the U.S. Arm% Medical Research
and l)c% elopment Command until 1986. In1 1983. thle lnfeCtI0LI% llealcns Soet% oif America awarded him
their Joseph E. Smadel Medal During hIII tenure with the Medicil Research and IDe% eopment Command.
D~r. Rapmnund kept the APL-B Informed of the researdh de% elopments in the miical %erL iles and maintained
aI good working relation'hip with the Board
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while 37 percent occurred in tile U.S. Eight% -fi% e percent (85' ;) of tile HBV cases occurred among indi' iduals less
than 25 years of age. Over 90 percent of these individuals were enlisted males. fie further presented data %% hich
showed that the incidence of acute % iral hepatitis among acti\ e duty Army personnel %N orld%\ ide by % iral type was
higher in Europe and Korea than elsewhere. With respect to the incidence of hepatitis B world%\ ide by race and sex,
there as slight suggestion that the disease rate in males %% as higher than femaksand that the rate among blacks. %% as
slightl% higher for both sews. In summary, military groups found it to be the highest risk of de% eloping clinicall,
apparent hepatitis B infections were young enlisted members assigned overseas to Korea or Europe.

Colonel Cheng commented briefly on the acute hepatitis experience in the Air Force. f ie indicated that presentl%
they had insufficient data to determine rates, but had onlk total numbers of cases based upon Air Force hospital
inpatient information which, in addition to Air Force personnel, included some Army, Na\ and dependent
personnel. Colonel Cheng ,aid that approximatel% one-third of the Ucases %, ere hepatitis B. lI e reported, however,
that beginning this y ear, on certain bases, it %% ill be possible to obtain more accurate denominator information. He
then commented briefl' on five recent outbreaks of hepatitis A, four of %% hich %% ere related to child care centers.

Captain Marlor reported that tile Navy, based on data from disease alert reports, in 1979, had a total of 387
reported cases of type A hepatitis and 284 cases of type B, 77 of which were in active duty personnel. In January
through June of 1980, there were 152 cases of A and 80 cases of B. Of the acti% e dut B cases in the Navy identified
inJanuary throughjur.e 1980, the majorith wereyoungsailorsand in the lower pa% grades. The casesseemed evenlh,
distributed throughout the rating groups. Captain Marlor further stated that people assigned to ships in the
continental U.S. had about the same number of cases as those assigned to shore. Also, it %%as noted that those
shipboard in the Atlantic and l'acific areas had exat.tl the .,ame number of Lases reported and those ashore in those
areas were about the same. Captain Marlor concluded that in vle. of the present a' ailable data it %% ould be difficult
to identify any specific populations that would be candidates for hepatitis B vaccine.

Dr. Wolf Szmuness, of the Lindsley F. Kimball Rescarch Institute of the New York Blood Center, next presented
the results of a stud% with a hepatitis B % accine in a placebo-controlled, randomized, double-blind trial in 1,083
homosexual men known to be at high risk for hepatitis B infection. The study showed the vaccine to be safe and the
incidence of side effects was low. He said that within two months, 77 percent of the vaccinated persons had high
levels of antibod% against hepatitis B surface antigen. This rate increased to 96 percent after a booster dose and
remained essentiall% unchanged for the remainder of the study. For the first eighteen months of ti.tlow-up, hepatitis
B or subclinical infection developed in only 1.4 co 3.4 percent of the '.accine recipients while the placebo recipients
experienced an 18 to 27 percent incidence (P <0.0001). The reduction of incidence in the vaccinees ii as as high as 92.3
percent Noone witha detectable immune response had hepatitis B orsubcinical infection. Dr.Szmunessalsostated
that they noted a significant reduction of incidence within 75 days .after randomization. This observation, he said,
suggests that the vaccine may be efficacious even when given after exposure. In the ensuing discussion, it was
pointed out that the vaccine would probably be a% ailable for use b% mid- or late :,)81,but that a number of other type-
of studies would follow. Other populations suggested for testing the %accine include dialysis patients, babies,
children and endemic carrier.

Dr Culver then presentwd some of his views concerning occupational health. He pointed out that tile province
of occupational health is the worker and the work environment. The work environment should be safe and
manipulated within limits in order to produce the desired degree of safety and health. He emphasized that people
in occupational health, however, cannot make tie decisions determining how safe or healthy the work environment
is to be, those determinations are the responsibility of the organization concerned. Likewise, how healthy and
productive the worker should be are determinations for the employing agenct. Dr. Cilver said that the functions
of those involved in occupational health do include, in the Lase of people, the measurement of the en% ironmental
efffects on individuals, i.e., medical surveillance and clinical assessment. t i said the work en. ironment should be
measured in tern.s of its physical, chemical and psychological parameters. He also pointed out the need for more
research programs to de. elop important methods of making '.arious measurements and appl ing the accumulated
data epidemiologically so appropriate control measures can be established.

Dr. Culver concluded by emphasizing that an effective occupational health program cannot exist without tile
coordinated interaction of diagnosis, treatrcnt, medical e',auation ,and en' ironient analvsis. Additionally. those
involved in diagnosi. and treatment must ha\ c some resptnsibility in pre% ention, in control ot the en, iroinment and
in the selection of people who are going to work in that environment.

Colonel Stebbing proceeded with the Preventi% e Medicine Report for the Arm%. I Iv indicated that the Arm% had
experienced a ver significant increase in cases of heat inlur% during 148t,approxmatelk 10) more than a year ago.
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Most of this increase % as due to,ases of heat exhaustion rather than heat stroke. Fift% -two perce: it of heat injur% cases
were among basic trainees and the remainder were in seasoned troops. The reason for this is not clearl, understood.

With regard to the Arm% influenza program, Colonel Stebbing indicated they would soon be immunizing with
the A Brazil, A Bangkok, and B Singapore %accine. He said the% had already seen some cases of -\deno 4 and have
started immunizing with Adeno 4 vaccine.

Colonel Stebbing reported on eight cases of meningococcal meningitis, t o of which were st:'ogroup Y. One Y
vias a fatal case. The remaining six cases were not serogrouped. Colonel Stebbing went on to describe the Arm,
occupational headth organization and -ome of the inherent internal problems. He said there %%as a great need for
research into finding effective applications of epidemiolog) to problems in occupatiinal medicine and environ-
mental hygiene as it relates to the %%ork enironment, i.e., medical surveillance, identification of en ironmental
hazards and control measures- He also briefl% described tle occupational health and industrial h% giene training
programs provided in the Army.

Captain Maror then gave the preventi% e medicine report for the Na% %. He described some problems caused
bN certain lining materials or the improper application thereof in potable i ater tanks aboard ships. This has resulted
indifficult% inmaintaining adtxluate chlorine re-sidual-,. These ships % ill most likely have to return to a shipy ard and
have the tanks relined. This % ill be very costl% in time and money and there is limited yard space. He reported a
related problem which concerns the conversion of an oil tanker to a water barge which is to be deployed to Diego
Garcia for an extended period. Again, ithere is] a problem in maintaining the potability of the water.

Captain Marlor stated that the Navy still did not have an occupational health group. He said they have been
Sorking tode clop a iable occupational health program. In thisendeax or, they have been attempting to make some

organizational changes. fie said they are building into the Navy Environmental Health Agency. NEHC will be
staffed with occupational medicine physicians, industrial hygienists, radiation 3pecialists, occupational health
nurses, etc. in order to improve data gathering and analy sis to identify problems fo; further stud% and research. This
unit will also have a preventive medicine element for epidemiological support.

Colonel Cheng reported on problems similar to those experienced by the other services. Their hearing
conser' ation program %%as very good at this time. Measurement and control of exposure to toxic gases and chemicals
continue to present problem-,, this requiring more research for improved technology. Colonel Cheng said there is
currently an effort being made to expand their training program in occupational health to include family practice
pb sicians. Colonel Cheng further commented on the increasing problems associated with child care centers as a
result of the increasing numbers of single parents in the Air Force.

Dr. Woodward called the meeting to order at 0805 on 20 September 1980. He stated that he thought the AFEB
should write letters to Dr. Moxle% and General Rapmund thanking them for their presentationsand asking them to
define those areas. in the order of their priorities, in which the Board might be of assistance. 1 e stated that the Board
could then devote time of the AFFB meetings to the key issues.

Dr. Woody ard stated that Dr. Moxle had -said that he would \ er much appreciate meeting with a small group
of the AFEB after the i3oard has had time to consider his sugge.stions and to discuss further the proposed issuts.

There was a general discussion of the Gunderson paper concerning how the suggestions made byl Dr. Densen
could best be carried out, the objective being to develop a better dehver% ,and statistical analysis s stem, with the three
services working together to maintai and establish better credtibilit and focuson methods for identifying high risk
group, It was decided that a ta-k force should be organized to meet in San Diego. The task force would be made
up of the Prevcntive Medicine OffiLers, the group from San l)iego, a statistical iroup and a clinical group, plus any
other persons who might be helpful to the mission of this task force.

It %%as -uggested that at the next Board meeting, the Ser it.es expand on what the highest priority items should
be as idetitiLed b, Dr..MoxleN and General Rapmund and %% hIn the priorties are estaol.shed that consultants with
the appropriate expertise be solicited to assist the Board in responding to these priorit:es.

There % as a general dis.ussion concerning the Board making a resolution stating that it is desirable that each
of the three Services-, ha% e a % ell organized, integrated otcupational heahlt. service and that re.'ources should be made
aailable. After discusing the matter, it %as decided that more information %%a needexi fram the three Ser% ict.
There %% as a request that the 0St IA Study, %% hich produked a report of the ti upational progr.,m., be made a' ailable
if possible.

There ias a general discussion on the problems of funding tuts for the Arm% and Nav,. Medical Research and
De% elopment piog-ams. The Board indialted that it will be er% supportiie and coordinate k.- r% t.loel, % ith Dr.
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Moxley and General Pixlev on this matter when their wishes are known.
Captain Marlor was asked to bring the Board up to date on the asbestos situation at the next Board meeting and

each of the three subcommittees wereasked to put together lists of names for review for possible Board membership.
Dr. Woodward stated that he would form a resolution in the name of Dr. Geoffrey Edsall, who died recently,

place it in the Minutes, and mail it to Dr. Edsall's wife.
After a general discussion, it was decided that the next AFEB meeting would be set for 5-6 February 1981.

The meeting adjourned at 1015 a.m. on 20 September 1980.

After this meeting, I requested that Dr. Moxley indicate those issues that he considered to be of the
greatest importance. He responded with the following letter, dated 11 December 1980:

Dear Ted:
This is a somewhat belated reply to %our request that I reduce to writing a prioritized list of the issues which I

presented to the Board at the Kent Island meeting two months ago. I have waited to get the transcript of that portion
of the meeting so that I might more accurately reflect my comments.

I realize what I am proposing is, in many ways, quitea departure from thesorts of topicsand issues that the AFEB
has wrestled with in the past. But the simple fact is that medicine is changing, and we in the military health care
system aren't immune to that change. Further, we must make a particular effort to address and, hopefully, resolve
some of the less traditional medical problems we face. I don't intend to demean the past important contributions the
AFEB has made in traditional epidemiological areas, but we must move on to meet new challenges. This was the
major purpose in enlarging the size of the AFEB and of seeking broadened expertise.

I suggest the following issues for AFEB consideration:
-Chemical warfare is an area in which I would like to ask for the assistance of the AFEB. The civilian sector has

made enormous investments in neurobiology research, which will be of value in any investigation of chemical
warfare issues. I see one major function of the AFEB to be a catalyst in the interaction of the Department of Defense
and the civilian community in areas of medical research. Although a decade ago there was significant reluctance on
the part of many scientists to work with DOD, attitudes toward national security and the availability of research
funds have changed so that now we are ab!e to benefit from civilian-based research to a greater extent. The military
medical departments, my officeand the AFEB should cooperate in focusing research on neurobiological or chemical
warfare issues.

-Another important issue to be addressed is that of the human organism's vulnerability in handling certain
types of weaponry. One example of this problem is the severe hearing impairment that can result from proximity
to the firing of certain heavy artillery. Weapons are developed without the early involvement of the medical
community, who later may point out that for health reasons the weapon is usable only with certain sacrifice of
operator capability.

*Epidemiological research into alcoholism and substance abuse is needed, since these are problems of great
magnitude in the military. Expert guidance from the AFEB would be welcomed by the Office on Drug and Alcohol
Abuse Prevention in Health Affairs.

•The three Surgeons General have all expressed concern about the validity of the existing physical standards.
They are increasingly requested to grant waivers to permit the acquisition of otherwise qualified personnel. Weight
and visual standards, as well a- :ckle cell trait carriers, are targets of particular interest in the matter of waivers. I
would like to see a realistic, sharr !y defined set of standards that would not necessitate frequent waivers.

* Fascinating research on theefforts of individual and group isolation, on combat readinessand on interpersonal
relations has begun at the Letterman Army Institute of Research. This could be a basis for further investigations in
this area.

*Expertise could possibly be provided by the AFEB to Health Affairs in the important and expanding area of
computerized management information systems (DEERS, TRIMIS, UCA). I feel that there is a need for periodic
evaluation of these efforts to guarantee the development of useful products.

*The success of the cooperative efforts on behalf of the continued support for the overseas labs demonstrates
the potential effectiveness of this group when called upon in a controversial area. Medical research and development
is facing a critical period, which compels us to maintain an active interface with the civilian community and to ensure
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efficient management of R & D efforts within the Department.
In conclusion, I want to shift the focus of this letter from the issues which confront us and the Board to the

composition of the Board itself. I kno,,,. that several positionson the AFEB %. ill become ,acant in 1981- It is my sink ere
hope that in filling these positions, you will seek - igorous members with the expertise, interest and dedication to
address the sorts of issues described above. The militar% health care sysvtem counts heavily on your advice and
counsel.

I appreciate your willingness to hear and ,onsider these new issues. Once you ha' e had a chance to digest the
foregoing, I and my staff would be pleased to meet with you to discuss the proposed issues further.
Sincerely,

john 11. Moxhle III, M.D.
Assistant Secretary of Defense for Health Affairs

Soon thereafter, on 16 February 1981, I wrote to Dr Moxley, and described the Board's prior
experience, its recommendations, and the stepb to be taken on the issues raised. All of these issues were
thought by the respective military services to be of great importance.

Dear Dr. Moxley:
We missed having yitu attend our recent meeting of the Armed Forces Epidemiological iB)ard, which proved

to be quite producti e. It i; our hope that you will be able to attend the meetings this year which are scheduled for
June 11-12, 1981, at WRAIR; land onl September 1-17-18, 1981. [atI Parson's Island. The latter site seemed to be a
nice site for a meeting; it was relatively cheap and the surroundings served the purpose to promote good
communication.

Undoubtedly, General Augerson has conveyed some of the features of the recent meeting to you. He attended
the executive portion on Friday morning, at which time I spoke to the various points %, hich you introduced at the
Parson's Island meeting in 1980, and elaborated npon in your letter to me of December 11, 1980.

Permit me to address these points in order.
1. The Board dlos consider chemical warfare a very important matter, particularly with respect to the needs

of neurobiological research. General Rapmund directed some of his comments to the chemical warfare problem.
During one of the meetings in 1981, we will arrange to have the Boaro'1 informed of the current status of things
including the viewpoints of experts regarding future indicated research.

2. The issue of injury of humans in handling modern types of weapons isan equally important matter- Several
years ago, there was a partial briefing on the problem to the Board. Again, this issue will be discussed with more
thoroughness in either the June or September meeting of 1981. There is the important matter of security clearance
which takes time to arrange.

3. The matter of the problem of alcohol and drug abuse is not new to the Board. About six years ago, the Board
established an ad hoc Committee on Drug Abuse in whih a small group of high level and well-qualified persons
participated. Sorie very positive recommendations were made. lam instructing Captain Halverson to exhume this
information for the AFEB office which should provide useful data. A copy will be sent to you. Also, we will seek
to havea full status report presented to the Board by the re--mectiveService sand convene a small special study group
in keeping with the indicated veeds. This is a major problem which was succinctly made clear during recent
meetings. The problem or its solution is not uniquely medical.

4. Physical standards. You have first-hand evidence of the Board's important in-put regarding the Board's
recommendaton, nertaining to health standards. The Densen Report was excellent. You raised the matter of weight
and visual standards and the issue of sickle cell trait. I have askd Dr. Densen to consider this matter and to let us
have his views and those of his subcommittee. Clear rec,_.mmendations should be forthcoming.

5. Individual and group isolation in relation to combat readiness and interpersonal relations. During the last
meeting, we were impressed with the data on morbidity and mortality statistics which Captain D_ F Hoffler
presented from the Navy Department. It was ve" apparent that suicide ranks high as a cause of death, albeit lower
than in the civilian population. I have contacted several members of the three Services and will arrange to have the
Board informed by well qualified senior officer% regarding their evaluation of the issues. Captain Hoffler informs
me of an outstanding expert in the Navy Department and I am sure that there are others. Since you mention that
studies have been initiated at thc Letterman Army Institute of Research, we will have the appropriate qualified

180

Section 2, Part I



person speak for that group.
6. Computerized management and informational systems. The AFEB has established a Task Force to pursue

the important matter of epidemiological approaches to health care and management. The Navy program in San
Diego is an excellent example- The Task Force met once and we are now planning working sessions which will
include members of the Task Force, indicated in% ited experts and the prex entive medicine officers of the three
services. It is our view that small working groups of this t~pe can accomplish a great deal for each service. If
genuinel, interested, they can concentrate on those approadles wh1Lh seem particularly appropriate for their
specific service. Some good progress has been made. Dr. Herschel Griffin heads this Task Force and %% hen he steps
do%% n as . member of the Board later in the vea.r, Dr. Remington ha-, kindl% consented to lead this group. We are
fortunate to have Drs. Griffin and Remingin inL olved and ) ou %% ill be pleascd to knot% that Bill Spicer has made
important contributionw;.

7- Overseas service-oriented research programs is a matter with which the Board fully concurs. You are aware
that the loard interfaced in this issue and s full% cognizant of the importan e to encourage atadem.c institutions to
relate to over_eas service-oriented research programs. This has happened before and if there are proper resources,
it will happen again. Already, there is progress of this type at NAMRU-2 in Jakarta, there are other examples.

Let me thank %ou for your inte-est and ,bjective comments. B r: ay -fadditional interest, the Board has decided
to in, ite three persons to join the Board. Two infectious dise-i.e t' ,e, a-e now stepping down (Rammelkamp and
Jordan) and only one will be replaced, i.e., Saul Krugman. rb; two other members whom we hope to recruit are
Seymour Jabon, who is an expert in s stems programs, and Sheldon Murph%, % ho is k.apable in toxicolog . Your
cemn n.:s will be appreiiated.
Sincerely yours.

Thodeare E. lVi;,'aird. M.D.

The AFEB's Prior Action on Substance Abuse

I responded to Dr. Moxley's comments pertaining to AFEB interaction on substance abuse among
military service personnel,and informed him that the Board'sad hoc Committee on Drug Abuse had been
formed aad had met at WRAIR ten years earlier, on 13 April 1971. Members of the Committee who were
not affiliated with the Board included: Dr. Vincent Dole, Chairman of the Rockefeller University; Dr.
Robert L. DuPont, Director o .-he Narcotics Treatment Administration; Dr. Gilbert Beebe of the National
Research Council; and Mr. $rian LeBert-Francis of the Special Action Office for Drug Abuse Prevention.
Dr. Colin MacLeod represented the AFEB. This ad hoc Committee had formulated a series of recommen-
dations, which the Board had approved. My letter to Dr. Moxley on this subject, d,-.ted 4 March 1981, and
the AFEB's previous recommendations, dated 24 April 1972, follow:

Dear Dr. Moxlev:
During our recent discussions and correspondence, you raised the important problem of the practice of drug

abus in members of the Armed Services. As President of the Armed Forct Epidemiological Board, I assured yu
that the Board would respond to this matter, and attempt to be of assistance in keeping with its limitations.

Asa first step I have retrieved the proceedings of the AFI'B's ad hoc Committee on Drug Abusewhich rendered
a report on April 24, 1972. The composition of the special ad hoc Cormmittee, appropriate memoranda and letters,
and the recommendation of the AFEB are enclosed. They are submitted to vou for informational purposes.

As was irdicated previously, the Board will assign this important problem to some of it, future meetings since
it considers the issue extremelv significant.
Sincerely yours,

ThiWdere E. lVeid ,ard. M.D.
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JOHN H. MOXLEY III, M.D.

John loxiev receiv#Nd his A.B. degree from.Villiarnsolltge in 1957.and graduated from the University
of Colorado School o Medlicine in 1961. 1fe was a house offire-rat Peter Bent Brigham l-ios-p tal in Boston;
from 1963 to 1965. he was a clinical asstx ate and attending phyf ician at the N \ional Cancer Institute in
Bethesda;and he was the -;enior rcesident physician aM the Brigham I lospitad. Dr. Moslev' .S ite are
oncology and hematology.

Dr- Moskyv was appointed Assistan' Secretary of Defenwe for I Icalth Affairs in 19W60) durng his tenure.
he maintained a close and enthusist ic relations hip with the AFEII. Despite his busy scheduke he attendedl
many of our meetings. At the BoAird's fal: 19QAI meeting, he raised a number of issues res-varding important
national military problems. including chemical warfare, health problems reiated to wea pons sytemvi'.
epideimoi-vicaI r.!st'arch into alcohol and drug abuse, health standard- for the military services. computer-
ized inaiagemunt information systems, and the structure and function of the Mt) (Osersc is Liboratofit-.
The Woard addressed these matters effectively and in considerable detail. and is grAteful to Dr. Moxley for
is constructive suigestions.

182

Section 2, Part I



Armed Forces Epidemiological l3oard Meeting on the Medical Education of Drug-Abuse
Control Program~s of the Militar, Departments
10 September 1971

Seated, left to right: Dr. William McD. [farmon. Dr. Gustave J. Dammin. President of the Board, and Dr.
Colin %1. %cLeod.

Standing, left to right: Dr. Theodore E. Woodward, Dr. Edw~in If. Lennette. Dr. Francis S. Cheever. Dr.
William S Jordan,jr.. Dr. Charles H. Ramnmelkanpjr., Dr. Floyd W. Deninv.jr.andCok-onel Bradlev WV. Prior.
NMC. USA F. Executive Secretary.

.eft to right: Dr. Charles H. Ramnmelkcamp, Majo General Richard Taylor, Dr. William S. fordan. Jr.,
Lieutenant Genentl Hfal Jennings. The Surgeon General.
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MEMORANDUM FOR:
The Assistant Secretary of Defense for Health and Environment
The Surgeon General, Department of the Army
The Surgeon General, Department of the Navy
The Surgeon General, Department of the Air Force

SUBJECT: Recommendation of the AFEB ad hoc Committee on Drug Abuse

The Armed Forces Epidemiological Board by mail vote unanimously concurs in, and accepts, the statement and
recommendation formulated by its ad hoc Committee on Drug Abuse as follows:

1. The acute problem of heroin addiction in the Armed Forces appears to be coming under control. With the
continued withdrawal of troops from Vietnam (the area with the highest rate of heroin addiction) the incidence of
heroin use can be expected to decrease even without specific medical intervention.

2. The measures that have been instituted by the Army, Navy and Air Force for identification and short-term
treatment of heroin users in the services appear to be appropriate and intelligently directed. The data systems of the
three services also may have sufficient compatibility to support epidemiological and follow-up studies of the addict
groups, such as the evaluation of rehabilitation programs.

3. The Committee is, however, disturbed by a deficiency in facilities for continued care of heroin addicts who
have failed to respond to the short-term rehabilitation programs within the services, and are discharged still
addicted. It appears that only a small (and undetermined) percentage of addicts leaving the services have been
brought into effective treatment by Veterans Administration or civilian agencies. The remainder, presumably, are
continuing to live as addicts, supporting theirdependency by criminal means. If this impression is correct, then either
there is inadequate liaison between the armed forces and the agencies to which the veteran has been referred (non-
Federal civilian, Veterans Administration, etc.) or the treatment programs that have been offered to addicted
veterans are ineffective.

It is recommended that joint meetings be held between the Department of Defense and
Veteran's Administration to review the apparent deficiency for continued care of heroin
addicts who have failed to respond to the short-term rehabilitation programs within the
services, and are discharged still addicted. If the deficiency resides in the processes of transfer
of addicts from the services to treatment program, the problem should be easy to resolve at
this level. If, on the other hand, the problem is one of failure of therapy and rehabilitation of
the addicted veterans, then a searching study of the causes of this failure should be formulated
and implemented. There is an obligation to the veteran which cannot be regarded as
discharged until every effort has been made to return him or her to useful civilian life. The
AFEB's ad hoc Committee on Drug Abuse would be available to advise on how to evaluate
the efficacy of rehabilitation programs in the Veterans Administration and elsewhere in the
civilian sector.

4. It would also be desirable to follow the long-rangeoutcome of those who havebeen identified as addicts while
in service. The logical agency to conduct such a study would be the White House Special Action Office, since it would
have access to data from all sources. Indeed, a comprehensive follow-up study would appear to be feasible only if
undertaken by this agency. Alternatively, if such a study is not possible, then limited surveys should be considered
(e.g., incidence of continued addiction in sample of persons identified as addicts in Vietnam in 1971-72, and later
returned to New York City). Such a limited st rvey could be conducted by the Department of Defense under contract
with data registries in the area (New York City Narcotics Registry, Methadone Data Registry, Policy Department
listings, etc.).

FOR THE ARMED FORCES EPIDEMIOLOGICAL BOARD:

Bradley W. Prior
Colonel, USAF, MC
Executive Secretary
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PART II

The Decade of the 1980s

Peacetime Activities Essential for the
Maintenance of a Balanced Health Program in the Military Services

During the years 1979-1989, the military services and the Department of Defense's Office of Health
Affairs utilized the Board's advisory capabilities for a number of critical medical issues that were of
paramount importance to the military. Some of the most important problems ever encountered by the
AFEB were discussed during this decade, including:

eAsbestosis
*Worldwide diseases and the rapid deployment force (RDF)
*Population-based forecasting models in health-care delivery systems
* Health standards for military personnel
e Health problems related to women in the armed forces
*Malaria
*Acquired immune deficiency syndrome (AIDS)
*Asplenia
*Health problems associated with the M2 Bradley Fighting Vehicle (BFV)
* Korean hemorrhagic fever
*Cardiovascular screening for military personnel age 40 and over

THE AFEB'S ROLE IN SETTING POLICY ON
ASBESTOS-RELATED HEALTH PROBLEMS

Beginning in 1977, Preventive Medical Officers at the Department of the Navy consulted with the
Board in determining policy for asbestos-related health problems. During several Board meetings that
year, exposure risk levels, the specificity of demographic factors, diagnostic criteria, possible contribut-
ing factors, prognosis, incidence, prevalence, and mortality were discussed.

Dr. Herschel Griffin, President of the Board, organized an ad hoc Subcommittee in 1977, in response
to a request from the Deputy Assistant Secretary of Defense for Energy, Environment, and Safety, that
the Board evaluate and coordinate all ongoing and proposed epidemiological studies of asbestos-related
health problems. The Board was asked to advise on which other studies were needed, and on a
subsequent statement of interest from the Chief of the Bureau of Medicine and Surgery, Department of
the Navy, on the Board's evaluation of the potential health hazards associated with the industrial uses
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of asbestos. AFEB members Dr. Paul Kotin (Chairman), Dr. Anna Baetjer, and Dr. Norton Nelson served
on the Subcommittee. Expert 'onsultants to the Subcommittee were: Dr. George Jacobson, Chairman of
the Department of Radiology, University of Southern California School of Medicine; Dr. Marvin
Kuschner, Dean of the School of Medicine, State University of New York at Stony Brook; Dr. Marvin
Schneiderman, Associate Director, Field Studies and Analysis, National Cancer Institute; and Dr. Irving
Selikoff, Professor of Medicine, Mount Sinai School of Medicine.

Meetings were held on 29 September 1977 and 6 January 1978, in accordance with provisions of the
Federal Advisory Committee Act and implementing directives, and were attended by a broad repr'.sen-
tation from the Department of De( .nse, the Veterans Administration, the Government Accounting
Office, the National Institute of Occu1. itional Safety and Health, the National Cancer Institute, the United
States Publ_. Health Service, organizf d labor, and other groups. During these meetings. rzipresentatives
of tlh,: aiedical departments of the a" ned ferces described their control programs and the potential for
exposure to asbestos in the environment. The consultants to the Subcommittee presented briefings
covering their areas of individual expertise, and the representatives of other groups were given the
opportunity to comment.

The report, which was presented on 13 April 1978, with subsequent discussions on 13-14 April,
showed that the consideration of asbestos-related health problems involves many issues besides those
related to preventive medicine and occupational health. Engineering controls, contractual agreements,
indemnif; -ations, operational management, and command policies and prerogatives, all mattersbeyond
the purview of the AFEB, were not addressed by the Subcommittee, although they do at times affect
health policy.

The Subcommittee learned that Army and Air Force personnel have some potential for exposure to
airborne asbestos fibers while repairing the brakes of vehicles, while replacing insulation and fire
retardant materials, and during dental laboratory and clinic procedures. But the greatest potential
exposure exists in the Navy, both from the standpoint of the numbers of personnel involved and from
the high concentration of airborne asbestos fibers that may occur during insulation-hand ling operations
in confined spaces aboard ships. The Navy's policy was to confine the use of asbestos to an absolute
minimum, and, in those situations in which substitute materials were inadequate, to impose strict
handling procedures on its use. The report stated that compliance with Occupational Safety and Health
Administration (OSHA) regulations would effectively control personnel exposure to asbestos, and that
all three services have regulations implement, 'ig comprehensive industrial hygiene programs for this
purpose. However, a serious breakdown in the . controls can occur when work, such as asbestos "rip-
out" operations aboard ships undergoing shipyard overhauls, is contracted out for completion by
commercial firms. These outside contractors may operate with untrained laborers and fail to comply with
federal regulations for protecting either their own employees or those who may work in that area later.
The report stated that it is essential that these contractor-operations be brought under the authority of line
officers to mandate compliance with the regulations for protecting the contractors' personnel. This might
be accomplished by writing compliance standards for personnel protection and industrial hygiene
controls into contracts for this type of work.

Because of the serious impact of this matter on disease prevention, it was considered appropriate that
the Subcommittee make an exception in this case and comment directly upon a management operational
policy issue. The report stated that environmental exposure to asbestos is a national health hazard, and
is not unique to the armed forces. The magnitude of the asbestos-related disease problem merits the
establishment of a national program for (a) preventing exposure, (b) education and research, and (c)
providing medical care for those afflicted with asbestos-associated diseases. It has been well established
that exposure to this material entails increased risk of developing chest diseases and va-ious cancers.
However, many aspects of this risk remain poorly defined, suLh as those in the areas of temper.A and
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dose-response relationships, and further epidemiological and clinical assessments are needed to increase
our understanding of these diseases.

The report further stated that the armed forcesi population could provide a useful arena for collecting
needed data, as well as for developing practices ard programs applicable to the population at large. Joint
Department of Defense-Department of Health, Ed.,cition, and Welfare research efforts are needed to
provide information that may contribute to (a) better iethods for preventing further exposures to
personnel, (b) reducing the risk of developing asbestos-related diseases in those personnel who were
exposed in the past, and (c) improving the medical care for tbose already afflicted % .h asbestos-
associated disease. Current pilot studies being conducted at selecLed Naval shipyards are expected to
establish feasible standards for medical and environmental surveillance programs, which will be
applicable elsewhere. However, the primary emphasis has been placed upon improving the controls for
preventing personnel exposure and minimizing the adverse effect, of exposures to asbestos in the past,
without awaiting the results of further research.

The Subcommittee also learned that the Naval Environmental Health Center is developing a
comprehensive registry of asbestos workers, in order to maintain the continuity of its medical surveil-
lance program while it follows individuals for long time periods. In addition, a Naval I larmful Exposures
Analysis Panel has been working to identify all job-related hazards, the populations at risk, and their
geographic locations. This information is being used to target current medical and environmental
surveillance resources toward specific environments and occupations and to justify the expansion of
resources devoted to occupational health programs.

The Navy has taken measures to standardize their preemployment, periodic, and termination-of-
employment medical examinations. This has helped to evaluate the effectiveness of environmental
hygiene measures and to identify environmentally-associated diseases early, so that appropriate health
care can be obtained. Similar routine medical surveillance programs are needed for all DoD personnel
with occupational exposure to asbestos and other potentially harmful materials.

The Subcommittee report further stressed that rapid expansion of the knowledge of asbestos-related
health problems is needed among health-care personnel, and that management, supervisors, and
workers must be educated regarding the importance of complying with environmental control measures
for preventing asbestos-associated diseases. The National Cancer Institute has developed programs for
the education of health professionals and for alerting the public regarding the possible health effects
associated with past exposure to asbestos.

After thoroughly discussing the information provided by the Subcommittee and the data derived
from related commentaries, on 7 July 1978 the Board recommended the following to the three Surgeons
General and the Assistant Secretary of Defense for Health Affairs:

a. That for all tasks having a potential for airborne distribution of asbestos fibers, the
Department of Defense make immediate provisions to assure the mandatory, immedi-
ate, and continued compliance with measures for the protection of the environment and
all personnel, whether DoD- or contractor-employed, from exposure to hazardous
concentrations of airborne asbestos fibers.
b. That in contracts with commercial firms for tasks involving the fabrication, installa-
tion, repair, or removal of asbestos-containing insulation or fire-retardant materials or
the repair land the] relining [or lyuthl of brai, , the Depart-niert of Defense make
provisions which will assu :e th,, mndatory compliance with regulations for the protec-
tion of personnel and the environment from e-'pos!:: to hazardous concentret!:.ns of
airborne asbestos fibers.
c. That educational activities be impl, -nented to make health-care professions cognizant
of asbestos-related health problems, that regional consultatinn centers be established for
assistance in clinical diagnosis, pathology, and reading of X rays, and that education
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programs be established to inform project managers, supervisors and workers regarding
the importance of compliance with all enviionmental control measures for prevention of
asbestos-related d iease. It is particula'y important to inform employees who may have
been exposed to l'azardous levels of airborne asbestos fibers in the past that it is
extremely hazardous for them to smoke.
d. That an asbestos-related disease registry be developed through consultation with
existing disease registries; capabilities should be developed in conjunction with the
guidelines developed by the American College of Radiology and the existing U.S.
Mesothelioma Panel.
e. That the Navy appoint an officer and office, which will be administratively located in
the e:xisti_-g Occupational Health Program, to be charged with overall responsibility for
super, ision of the Navy Asbestos Control Program and liaison with other involved
federal agencies.
f. That sufficient information be provided to applicants for employment in areas having
a potential for exposure to hazardous concentrations of airborne asbestos fibers to assure
that they understand that cigarette smokers exposed to asbestos fibers experience a
greatly increased risk (7-30 times greater) of developing lung cancer over that of asbestos
workers who do not smoke. A special effort should be made to discourage smokers from
accepting employm.:nt which may involve exposure to asbestos fibers.
g. That a continuing con!,,ltative advisorv committee to the DoD be established, which
will be composed of experts, both from within government and outside, in the fields of
clinical diagnosis and therapy, epidemiology, biostatistics, environmental and occupa-
tional health, and industrial hygiene. This group could function as a Subcommittee of
this Board until such time that it is considered operationally more appropriate to
establish it as an independent advisory committee.
h. That the DoD coordinate with the DHEW and other involved agencies in pomotion
or research needed to provide information needed for improved occupational health
capabilities.

The Board Assists the Navy Environmental Health Center in Norfolk

Not until November 1983 did Colonel Robert Nikowlewski, who was then the Board's Executive
Secretary, receive a request from the Commanding Officer of the Navy Environmental Health Center
(NEHC) for members of the Navy Asbestos Medical Surveillance Program (AMSP) to present a report on
the progress of their endeavor, which had begun in 1977-78. The AMSP had specifically requested that
the Board's Subcommittee provide recommendations not only for data analysis but also to consider
disability criteria, research priorities, and a review of major program changes. Members of the AFEB
review subcommittee were Drs. Culver, Densen, Jablon, Kurland, Legters, Nelson, Thompson, and me.

The Navy's program, which described the identification of civilian and military personnel who were
possibly exposed to asbestos, and the forms of data collection in histories, physical findings, and chest
X rays, was presented by Lt. Commander P. G. Bray, MC, USNR, with comments from Captain J.
Fdwards, Captain J. Calcane, and others. The areas that the Subcommittee raised for consideration
included:

oSpecification of asbestos-exposure risk levels
*Specificaiion of demographic factors
* 2 ossible contributing and confounding factors
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0 Diagnostic criteria for asbestos-related diseases
*Measurement of the frequency of such eiseases, including their (a) incidence, (b) prevalence, and

(c) mortality
*Prognostic factors
eFuture modification of the data-collection instruments, based on the reliability of each item in the

data-collection questionnaire

In the interim before the next meeting of the AFEB, Dr. Kurland, Colonel Nikolewski, and I (who was
President of the Board) visited NEHC in Norfolk, Virginia, for further discussion. Dr. Nelson, a member
of this small ad hoc group, was unable to make this trip. At its meeting on 28 February 1984, the AFEB
accepted the findings of the Subcommittee and recommended the following:

1. A panel of experts should be selected by the Navy, either as ful!-time employees orby
contract, to develop skeleton tables designed to provide essential data on prevalence,
incidence, prognosis, and data reliability. Priorities should be assigned to these tables,
in relation to their relevance to such a design, so as to provide a more effective future
program. Modification of the data collection instruments may be nlecessary.
2. The Board would, if requested, be willing to identify for the Navy suggested names
for this panel of experts and would participate with the advisory panel as a consultant
group to effect timely solutions to this multifaceted program.

On 23 April 1984, the Commanding Officer of NEHC requested that the AFEB assast them in
identifying a groupof experts from which an advisory panel for NEHC might be selected. The 13oard was
also asked to define the minimal and optimal numbers of pane! members by speciality, such as clinical
medicine, epidemiology, biostatistics, occupational health, and ,1udustrial hygiene.

Dr. Leonard Kurland chaired the AFEB Subcommittee and solicited the names of experts who might
serve on the advisory board for the Navy. In addition to the medical disciplines reflected in the list of
potential nominees, the Board agreed unanimously at its meeting on 24 August 1984 to also consider
including recognized authorities in the medical specialties of industrial hygiene, pulmonology, and
occupational medicine. It was further suggsted that the Navy's selection of panel members preferably
reflect only those individuals who had not oen involved in pending or recently completed, medically
related, federally funded asbestos contract sLudies. At this same meeting, the AFEB recommended:

that, upon selection and activation of the Asbestos Surveillance Panel by the Navy
Medical Service, the Board would, if requested, serve as the scientific oversight review
for proposed plans, policies, and programs outlined by 'he panel in keeping with the
overall goals and objectives of the United States Navy Occupational and Environmental
Medicine Programs.

The NEHC Advisor' Panel met in Nt-rfolk, Virginia, in January 1986. Members Frank Townsend
and William Harlan, and Colonel Robert A. We!!s attended this meeting. (By this time, Dr. Townsend
had succeeded Dr. Kurland as Chairman of the ad hoc Committee, and Colonel Wells had succeeded
Colonel Nikolewski as the Board's Executive Secretary.) During the meeting, a number of questions
related to asbestos and its associated health problems were discussed. These involved detailed scientific
issues and required responses by capable authorities. The questions were presented to the President of
the AFEB for the Board's consideration. I commented that these types of questions should be presented
to the Navy's Panel of Experts on Asbestosis, since Board members were not sufficiently informed on
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LEONARD T KURLAND, M.D., M.P.H.

An honor graduate of the lUniversity of Maryland School of Medicine and the Harvard School of Public
Health, L-en Kurland first distinguished himself in the clinical, pathogenical, and epidemiological aspects of
neurology. He did the pioneering work on motor neurone diseases, in particular on amyotrophic lateral
sclerosis. Hie is now Professor of Epidemiology at the Mayo Graduate School of Medicine, which has
developed a model system on records, medical data collection, and statistical analysis.

Len is a hardworking and dedicated Board member who has assisted in developing ambulatory and
hospital dlata-collection sy stems for the military services. He has also helm-d devise guidelines for population
forecasting and statistical e% aluation of such difficult problems as the Gui!lain-Barr syndrome. On several
occasions, he has invited the Board's ad hoc Subcommittees to meet in R~ochester.
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Armed Forces Epidemiological Board and Committee Directors
Walter Reed Army Institute of Research
8-9 September 1983

Seated, left to right: B. Dwight Culver, M.D.; Paul MI. Densen. D.Sc.; Theodore Ei. Woodward, President of
the Board; Abram S. V.!nenso0. M.D.; Gordon N. Meilejohn. M.D.; and Herschel E. Gnffin, M.D.

Standing. left to ight: Richard 1). Remington, Ph.D.; Leonard T. Kurland, M.D.; William R. Harlan, M.D.;
William S. Spicer. Jr., Mi).; Frank B. Englev. Jr., Ph.D.; Frank MI. Townsend, M.D.; Seymour jablon; Samuel
D. Thompson. Ph.D.; Ronold C. bhank. PhD.; Richard H. Hlorick, M.D.; Williami S. Jordan, Jr., M.D.;
Llewellyn. J. Legters. M.D.; and Colonel Robert F. Nikolewski, BSC. USA, Excecutive Secretary
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Armed Forced Epidemiological Board and Committee Directors
21-22 J!me 1984

Seated, left to right: Benjamin D. Culver. M.D.; Norton Nelson, Ph.D.: Theoidore E. Woodwvard, M.D.,
Presiderit o: the Board; Paul M. Densen. D. Sc.; William S. Jordan. Jr.. M.D.; Herschel E. Griffin. M.D.; and
Gordon N. Meiklejohn. M.D.

5..inJin&g left to right: Llewvellvn J. Legters. M.D.: Samuel D. Thompson, Ph.D.; William R. Harlan. M.D.:
Richard B. Hornick. M.D.; Ronald C. Shank. Ph.D.; Leonard T. Kurland, M.D.; Frank M. Townsend. M.D.:
Abrarm S. Benenson. M.D.: Saul Krugman. M.D.: and Colonel Robert F. Nikoiwvski, BSC. USAF. Executive
Secretary.
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FRANK M. TOWNSEND, M.D.

Frank Tovnsend graduated from Tulane UnvesAty School of Medicine, and trained for several years
in clinical medicine. He took his~ graduate training in pathology at Washington University School of Medicine
in St. Louis Dr. Townsend has been one of the pillars of the Uinivers ity of Texas Medkcal School at San
Antonio. He has contributed to various fields of pathology, a major contribution of lasting importance was
his extensive evaluation of wounds following airplane accident..

Frank Townsend brought a mature judgment to the Board in the fields of medicine and pathology. He
was particularly helpful in developing the Board's recommendation to the Department of the Navy regarding
themabestosis probtem a-, well as in the formulation of sensbleguidelints for the control of HIV infections.
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such issues to render an authoritative response. The Board reaffirmed that it would always provide
scientific oversight for proposed plans, policies, and programs as outlined by the expert panel.

On 7 February 1986,J. J. Bellanca, Commanding Officer of NEHC, transmitted the following letter of
appreciation to the AFEB:

1. This is to express my appreciation for the helpful support of the Armed Forces Epidemiology Board (AFEB).
This distinguished group has provided my command and the Naval Medical Command welcome support for our
Asbestos Medical Surveillance Program.

2. 1 would especially like torecognize thecontributions of two AFEB Board Members, first Dr. Kurland,and later
Dr. Townsend, in helping us to form an expert advisory panel. This advisory panel, presently consisting of Dr. Phil
Enterline, Dr. Ed Gaensler, Dr. Marcus Key, and Dr. Jerome Wiot, has analyzed our efforts and made detailed
suggestions concerning data and procedures. These will be of significant value to protected Navy personnel, the
medical community, and the Navy.

3. Finally, I wish to thank Colonel R. A. Wells, Executive Secretary of the Armed Forces Epidemiologic Board
and all who have cooperated with him to provide us with an excellent and expert forum for solving critical
epidemiologic problems regarding asbestos medical surveillance. (It should be added that Colonel Nikolewski
merits equal appreciation.)

4. Please convey my sincere thanks to all concerned. We move on with increased confidence in our mission as
a result of the support rendered by the Armed Force Epidemiologic Board.

During this decade of discussion of the problems related to asbestosis, the AFEB kept abreast of
current developments. Preventive Medicine Officers and others in authority informed the Board of new
developments, such as the relationship between mesothelioma and lung cancer, from data provided by
the Armed Forces Institute of Pathology (AFIP). Demographic data including the incidence, prognosis,
and mortality of asbestosis, and better means of its roentgen detection, were also presented to the Board.

THE AFEB'S ROLE IN ASSISTING THE MILITARY
ON PROBLEMS RELATED TO INFECTIOUS DISEASES

IN THE EVENT OF RAPID DEPLOYMENT

Periodically and without fail, the Board entered into discussions with the three military services
(through their Preventive Medicine Officers and intramural military investigaters) regarding combat
readiness, rapid deployment, and infectious diseases. Drs. Abram Benenson and Charles Rammelkamp
represented theAFEBata workshopon thepreventivestrategy regarding the threatof infectious diseases
to rapid deployment. The report of that workshop and subsequent pertinent correspondence follows:

This workshop, held at WRAIR on 14-15July 119811, was attended by representatives of all theservices involved
in the Rapid Deployment Force (RDF), the Preventive Medicine Officers of all three senrices, and experts on the
various diseases that had been selected for discussion.

The purposeof the workshop was to(a)define infectiousdiseasethreats to the RDFgiven the projected scenarios
for its deployment; Wb obtain an update on the epidemiology, preventive strategies and needed research and
intelligence for each disease; and (c) identify policy requirements to effectively protect the RDF from these disease
threats.

The area of concern was Southwest Asia; each disease was considered from the point of view of the threat to
military operations in that area. Specific diseases and items considered were:

Hlepatitis. Maj. Stanley M. Lemon, MC, WRAIR, reviewed the potential problem of hepatitis. He discounted
hepatitis B as a problem unless there is sustained deployment and sexual contacts are affected. While only 22'- of
our troops have antibodies against hepatitis A, non-A non-B hepatitis is seen as the major threat in view of several
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water-borne outbreaks which had occurred in India in 195, 197-7 and 197 without development of antibodies
against HAV. Based on these antibody studies, Dr. Lemon feels that outbreaks previously considered to have been
due to hepatitis A were really due to non-A non-B infections. In 1978, French Forces [deployed tol Chad had non-
A non-B hepatitis; those given IG were protected.

Research requirements include: definition of the characteristics of hepatitis in the region coicerned, agent
identification and characterization, the effectiveness of IG in preventing hepatitis, and, long-term, development of
a vaccine against hepatitis A.

Malaria. Col. Craig J. Canfield, MC, WRAIR, presented malaria as a serious and severe threat. Problems are
reated to vector control inadequacies and the lack of a drug in the TO&2 for chloroquine-resistant faiciparum
malaria. Resistance is anticipated to be a potential problem in view of the westward spread across Asia of resistant
strains; half the cases in the area could be expected to be due to Plasmadhim fakuuprttmr Malaria vaccine, when
available, would bestrongly indicated forsmall independlent lyoperating units. Thequestion was raised why togive
chloroquine/primaquine combination in chemoprophylaxis in view of concern of G6-PD deficient individuals. No
rationale was elicited from any of the participants for including primaquine in the field chemoprophylactic.

Leishmaniasis. Lt. Col. Charles N. Oster, MC, WRAIR, discussed leishmaniasis. L'ishmania tr pica, with dogs
as the reservoir, is the urban problem; Lr. major, with a rodent reservoir, is the rural problem. The latter can be
controlled by eliminating rat burrows by deep (half meter) plowing of camp site areas and creating a ten-meter
concretebarrier_ [This hardly sounds practical.. 4sl DEEIhopefully would beaneffectiverepeilent (but seebelow
under sandflv fevers). USSR and Israel use a vaccine made of living Lt. major organisms, based on experiences in
which 50% of Israeli soldiers developed lesions in a six-month period at lerichoand .V of Germans in Saudi Arabia
developed the disease. Le. donotani, the cause of visceral leishmaniasis, has a rodent and canine reservoir, and can
beaseriousprobli m with high mortality without lengthy therapy. Research requiremn-tsare todetermine the local
epidemiology- and potential attack roes, the effectiveness of the control measures on the specific vectors involved,
the need for an effective therapy (only pentostam, a pentovalent antimonial, is now available in the United Stakt-on
an IND) and the question of development of a vaccine.

Dngue. Col. William H. Bancroft. MC, WRAIR, discussed the potentially serious threat to military operations
should dengue appear. This is related inversely to the effectiveness of anti-mosquito measures. Research
requirements are to establish whether vector mosquitoes are preser! -, the area and their habitat. The need for
vaccination against dengue was discussed since vaccines against at lta two of the four types are now potentially
available. The value of carefully monitoring fevers of unknown origin for the initial appearance of dengue among
troops was discussed, as well as serum survees of the indigenous population to assess theirpastexperience with this
group of viruses.

SanIfly Fe,, Rift Valley Feves, and CoagoCrineaw Heu w k Fetw. It. Col. Clarence J. Peters. MC.
USAMRIID. felt that the problem in sandfly fever lies in the unknown effectiveness of standard repellents against
local sandflies, as well as whethc- insecticide resistance has appeared. Research requirements include the
determination of the effectivenessofantiviral drugs against this particular virus. As far as vaccines are concerned.
the multiple types of sandfly fevers complicate this potential long range solution. Rift Valley Fever--the potential
effect of this virus was manifested in the recent 197-1 epidemic in Egypt. While an effective vaccine has been
developed. only sufficient material for IOGJXJ0 individuals is now available; this was prepared at the Swiftwater
plant. Considerable discussion followed on policies for selecting vaccine recipients, particularly since the RDF
contemplates staging areas in East Africa. Congo/Crirean Hemorrhagi Fever, a tick-borne disease, is expected to
be prevalent throughout the entire area. Very little precise information is available concerning thisdiseaseentit- in
the potential area of operations.

Diarrheal Disase. Myron M. Levine. M.D.. University of Maryland, presented the very serious problem of
diarrheal disease. He reviewed the transmission through food and waterof the various agents; by person-to-person
spread of shigellae and 27-millimicron viruses; possibly by respiratory droplets of the rotavirus and the 27
millimicron agent; and by flies as the vector of shigellae. Chemoprophylaxis was discounted as inappropriate or
inadvisable; immunogeniz protection provides the greatest hope.

Active work is underway with a pilus vaccine which would protect against colonization factor I and
colonization factor'2; theseare found inone-third of LT+/ST+ -hrcukiaclinfections but unfotunatelyare present
inonlyS-15% of LT-/ST+. Promisingresultsarecoming from workwithoral vacdnes withattenuated non-toxigenic
strains sucn as E 12922/75 (2A). From the therapy point of view. early treatment with trimethopim-sulfasoxasole is
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recommended; antibiotic resistance, especially against tetracycline, is as frequent as 40% in some areas. Rese.irch
requirements include definition of the incidence and etiology of diarrheal diseases which might affect military
personnel operating in the area; evaluation of the use of new oral vaccines ' ersus enterotoxigenic E. coi and shigellae.
An effective live vaccine against Shigellaflexneri2a is now produced by Yugoslav laboratories in Belgrade and Zagreb,
this requires several doses and produces immunity lasting for twelve months at which time a single booster dose is
required; three percent vomit after the first dose.

Rickettsial Diseases. Joseph V. Osterman, M.D., WRAIR, discussed Q fever and Boutonneuse fever (caused by
R. conorii) as actual problems; epidemic and possibly murine typhus are expected to occur at a low incidence.
Prevention would be based on avoiding the vector. Lice are resistant to DDT and lindane but Abate is still effective.
For tick control, there is a question of the effectiveness of DEET as a repellent. For immunization against epidemic
typhus, 1,000,000 doses of strain E and 400,000 doses of an inactivated vaccine are available. There is no vaccine for
Boutonneuse fever. For Q fever, only 1,000 doses of phase-2 and 18,000 doses of phase-1 vaccine are available.
Chemoprophylaxis was discussed with concern that weekly Doxacycline dosage would result in persistent
rickettsial infections. Research requirements include definition of the frequency and types of rickettsial infections
occurring in the area, the clearance by human testing of phase-1 Q fever vaccine, the determination of antigenic
variation and vaccine development against R. conorii; the evaluation of appropriate antibiotic regimens for
chemoprophylaxis, and entomological study for R. conorii vectors.

Schistosomiasis. Maj. John Boslego, MC, USUHS, focused on prevention by avoidance of coi .minated vectors,
locating foci of contamination, appropriate water treatment and protective clothing. The effectiveness of hexachlo-
rophene as an anti-penetrant versus its neurotoxicity hazard was discussed. Col. David E. Davidson, VC, WRAIR,
discussed potential immunization with irradiated cercariae which is many years off. He reviewed the drugs
available for the specific schistosomal types and their adverse reactions. Of concern is the development of drug
resistance against some of these agents by Schistosoina mnansoni in Brazil. Several potentially available agents are not
licensed in the USA. Among anti-penetrants, hexachlorophene using a 0.1-0.3% alcoholic solution was 90-100%
effective on mice; the anti-penetrant activity lasted for five days and resisted water soaking for four hours. Other
drugs are under evaluation as anti-penetrants, including 4-aminoquinolines and amoscanate.

Rabies. William G. Winkler, DVM, Centers for Disease Control, stressed the importance of animal bites in this
disease, despite four documented cases acquired by aerosol transmission, two cases from tissue (corneal) transplants,
and a potential for infection by ingesting the virus. The human diploid cell vaccine has proven to be stable; pre-
exposure immunization with three doses given at days 0, 7, and 21, or 28 should seriously be considered. The limiting
factor is the price of $42 50 per dose and the only licensed vaccine at the moment is French-made (Merieux); this has
a low incidence of systemic reactions with I in 625 developing fever ind headache. Research problems involved are
those related to the demonstration of the carrier state in dogs in Ethiopia; the demonstration by monoclonal antibody
studies that strains of virus differ immunologically raises the question whether the vaccine is uniformly effective; and
the limited availability of rabies immune globulin which is only supplied by Cutter Laboratories and only 12,000
doses are presently available.

Respiratory Diseases. Lt. Col. R. M. Scott, MC, WRAIR, felt that the greatest potential respiratory disease
problem would be an antigenic shift in Influenza A and he reminded the group of the potential value of amantadine
should such an event occur.

Vector Control. Col. M. Moussa, MSC, OTSG, pointed out that we have inadequate information on the identity
and characteristics of the vectors in the area, of their repellent and insecticide sensitivities, and inadequate reso)irces
with which to control vectors. The Russians have reported that the anophelines in northern Iran are not repelled by
DEET nor are the ticks. Studies of acceptability of repellents have shown that 60% of troops prefer to use a commercial
preparation rather than the standard item, and 30% of those exposed prefer to use none. The equipment available
to the RDF for area control of vectors is either non-functional, or obsolete with no replacement parts. He painted a
very grim picture.

Rapid Viral Diagnosis. Karl M. Johnson, M.D., USAMRIID, discussed the techniques available for rapid viral
diagnosis of specific pertinent agents, and the need for the development of appropriate technology to give operating
units the ability to rapidly identify viral agents to permit appropriate preventive measures.

Practical Consideration of Airborne Corps Preventive Medicine. Col. D. C. Tsoulos, MC, Surgeon XVIII
Airborne Corps, discussed his problems as operational senior medical officer, with inadequate preventive medicine
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PHILIP K. RUSSELL, M.D.

Phil Russell received his B.A. in Biology from The Johrs Hopkins University in 1954, and his degree in
Medicine from the University of Rochester School of Medicine in 1958. He trained in medicine at North
Carolina Memorial Hospital in 1959, and at the University of Maryland Hospital from 1961 to 1964. At
Maryland, he excelled as a house officer; he gained experience in infectious diseases in Baltimore and at
Maryland's Tropical Disease Medical Center in Lahore, Pakistan.

Phil Russell had an exemplary record in Bangkok, Thailand, where he served as Chief of Virology at the
U.S. Army component of the South East Asia Treaty Organization. He was Director of the Virology
Department at WRAIR; from 1979 to 1983, he was Commandant of WRAIR, which was followed by his
appointment as Commanding General of Fitzsimmons Army Medical Center. In August 1986, he assumed
command of the United States Army Medical Research and Development Command.

Phil Russell has distinguished himself as a virologist with notable contributions in the field of arbovirus
infections, particularly those of dengue fever and the encephalitides. He maintained a close association with
the Armed Forces Epidemiological Board and its Commissions prior to 1972. It was appropriate that Phil
Russell was elected President of the American Society of Tropical Medicine and Hygiene. In 1979, he was the
Joseph E. Smadel Lecturer and the awardee of the Infectious Diseases Society of America.
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ABRAM S. BENENSON, M.D.

After he graduated from Cornell University Medical College in 1937, Bud Benenson trained at Bellevue
Hospital, New York, and entered the U.S. Army Medical Corps in 1940. From then until 1962, he progressed
through the ranks to Colonel, and served at Tripler General Hospital, the Medical Field Service School at
Carlisle, Pennsylvania, the Fourteenth Field Hospital, Korea, the Army Medical Service Graduate School, the
Second Army Area Medical Laboratory at Fort George G. Meade, the Tropical Research Medical Laboratory
at San Juan, Puerto Rico; USAMRIID at Fort Detrick, Maryland, and WRAIR at Walter Reed. His medical
service embraced the fields of microbiology, virology, immunology, epidemiology, and tropical medicine.
He made important contributions to cholera research in Dacca, Pakistan. The Jefferson Medical College of
Thomas Jefferson University, the University of Kentucky College of Medicine, and the Gorgas Memorial
Laboratory and the School of V'ublic Health in San Diego have all had the advantage of his academic
contributions.

Bud Benenson has served the Board and many of its Commissions, and he directed the AFEB's
Commission on Immunization for a number of years He is an infectious-disease authority whose
fundamental background is excellent, whose memory of historical findings is uncanny, and whose ability to
correlate the old with the new is impressive. Bud now heads the Board's Subcommittee on Infections, a public
service which merely highlights his long list of contributions to the AFEB.
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personnel, supply and logistics problems, obsolete equipment, and no diagnostic capabilities within Corps. Food
supply is based on 90 days C-rations which probably will result in eating from unauthorized sources. In the Bright
Star exercise (Egyptian desert) 75% of the officers developed diarrhea. Education on personal protective measures
is essential and must be simple, field sanitation now depends on non-medical personnel, with no Disease
Surveillance and Control Teams, which are essential. Vaccines will be needed for unconventional troops who might
operate where no medical support could be provided.

Research Requirements. Col. Philip K. Russell, MC, WRAIR, reviewed and summarized the research require-
ments which include the need for field research to define the epidemiology of major threats including the incidence
and distribution of the diseases, theantigenicity and drug sensitivity of agents involved, the biology, distribution and
insecticide sensitivity of vectors. Present efforts are underway at NAMRU-3 on schistosomiasis, Rift Valley fever,
[and] Crimean/Congo hemorrhagic fever vectors. In the Army laboratory in Kenya, leishmaniasis, trypanosomiasis,
[and] vector taxonomy and biology are under investigation. Under rapid diagnosis, the methods, reagents and
equipment must be designed, doctrine for deployment and field use in disease control and treatment need definition,
[and] selected agents, such as arboviral, rickettsial and BW threat agents, [must be] defined. Specific research
requirements under hepatitis include the development of a vaccine against HAV and basic knowledge of non-A non-
B, under malaria, drug development and vaccine development; under schistosomiasis, increased information on
anti-penetrants, under leishmaniasis, agent and vector taxonomy, immunology, chemotherapy, under dengue,
quadravalent vaccine, under Rift Valley fever, ecology, vaccine improvement and development, under diarrheal
disease, shigella vaccine, E. coli pilus vaccine; under rabies, validation of intradermal vaccination.

Preventive Medicine Policy and the RDF. Col. George E. T. Stebbing, MC, OTSG, summarized the present status
and future needs of the preventive medicine policy and the RDF. Major stress must be placed on the personal
responsibility for health, and area sanitation. Preventive medicine units must be defined into segments which
constitute C-1 30 plane local units. Policy decisions must be made on the use of I- against hepatitis, the use of vaccine
against HBV; chemoprophylaxis against malaria and the change from the emergence of resistant plasmodia;
determination of where Rift Valley fever exists and to whom vaccine should be given, the use of pHisohex as an anti-
penetrant for schistosomiasis; chemoprophylaxis for diarrheas; and to whom should pre-exposure rabies vaccina-
tion be given. Decisions oi actions will be limited by what the command will permit; the type and amount of
equipment will be dependent on transport facilities.

Concluding Remarks. Col. Philip E. Winter, MC, who chaired the meeting, pointed out the need to establish
priorities and at the moment he ranked in order: diarrhea, leishmania, and the need to define procurement,
acquisition, and R & D requirements. To monitor priorities, a committee was appointed consisting of Col. Winter,
Col. Russell, Col. Stebbing, Col. Tsoulos, Maj. Prier, (Chief, Department of Epidemiology, Division of Preventive
Medicine at WRAIR) and the Director of the U.S. Army Military Intelligence Information Agency.

It is anticipated that the AFEB will be involved in developing some policy decisions. It is advantageous that Dr.
Rammelkamp and I had the opportunity to understand the background.

Abram S. Benenson, M.D.
Director, Gorgas Memorial Laboratory

Dear Bud:
First, I wish to thank Rammel and you for having attended the ad hoc meeting on rapid deployment in relation

to infectious disease threats. You. rep( rt was comprehensive and the Board profited by receiving this important
information. During the recent meeting, the question of simpi hfication of vaccine schedule for the Armed Forces was
a topic of discussion. Apparently, this is now the time for an objective review of this important matter. To this end,
I wish to appoint an ad hoc committee of the Board to cope with thib matter. You are the logical one to chair this group
and I hope that you will t.ke it on. The persons whom I suggest for membership are to receive copies of this letter
with the hope that they will serve. If you wish to have other persons meet with you, this can certainly be arranged.
Bill Tigertt comes to mind as one who might be very helpful.
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If you concur, I believe that the group might meet on February 3, the day before the tull meeting of the Board.
As you know, this meeting will be held at WRAIR and I see no reason why the preventive medicine officers of the
three services could not attend.

Also, Bud, I am going to ask you to serve on the ad hoc committee to consider the long-term effects of multiple
immunizations. On this one, I will expect Bill Beisel to do a lot of the leg work. He has a long-term memory of the
problem since he has been stationed at USAMRIID and has access to numerous important details. Let me thank you
for all that you have accomplished for the good of the AFEB. Indeed, I feel the same way about everyone who takes
time from itheiri very busy schedules to assist the Board in its various activities.
Sincerely yours,

Theodore E. Woodward, M.D.
President, AFEB

Colonel Philip K. Russell
Commandant
Walter Reed Army Institute of Research
Washington, D. C. 20012

Dear Phil,
You are well familiar with the workshop on Infectious Disease Thkreats and its relation to Rapid Deployment

which was held at WRAIR on July 14-15,1981. Bud Benenson and Charles Rammelkamp kindly participated in this
conference as representatives of the AFEB. Based on the character of the brief minutes which Bud Bener on prepared,
I gather that the workshop was productive and also open to % arious important questions. Thank you for allowing
the Board to be represented, and be assured that we wish to be of service whenever pssible. Do you think it
appropriate and possible for you or a designated person to inform the Board of certain important matters which
pertain to Infectious Diseases and their Prevention? The specific items of consideration are briefly mentioned below,
and I am asking Bill Jordan if he will cover these matters as far as the NIH is concerned. Bill and Rammel have raised
these points with which I fully concur. They are:

1. What aspects of early diagnosis of Infectious Diseases and control measures are being pursued by WRAIR
or USAMRIID?

2. What information can be provided regarding the stockpile of essential drugs and vaccines?
3. What are the names of the civilian agencies or University-oriented laboratories that are working in the field

of early diagnosis of Infectious Diseases and their prevention? In this regard, it would be useful to learn of the sources
of support for the specific studies.

It would be very useful if Bill Jordan, as well as you, could provide us information regarding these matters at
the time of the next meeting of the Board. Time can be found in the agenda for this important information. It is
essential that the Board be so informed so that its advice, when solicited, can be oriented in the right direction.
Hopefully, this is not too much t,, ask.

Sincerely,

Theodore E. Woodward, M.D.

cc: William S. Jordan, Jr., M.D.
Charles H. Rammelkamp, Jr, M.D.
Abram S. Benenson, M.D.
Captain Charles W. Halverson
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THE AFEB SUPPORTS THE OVERSEAS RESEARCH LABORATORIES

During World War 11, laboratories for special research were established at various geographic sites.
The U.S. Navy established its Naval Medical Research Unit Number 2 (NAMRU-2) on the island of Guam.
Later, the Department of the Navy inaugurated similar units in Cairo, Manila, Jakarta, and elsewhere.
Special laboratories sponsored by WRAIR were established in Kuala Lumpur in 1948, and in Bangkok in
1959. These and other Overseas Laboratories enjoyed a record of excellence in medical research that was
of vital importance to the Department of Defense.

Congress questioned the need for the Overseas Laboratories and discussed placing their research
programs, which were located in foreign countries, under civilian sponsorship using contractual
agrcements. Another possibility was to eliminate them. When the Board heard this, it devoted several
meetings in 1979 and 1980 to this critical issue. Dr. Reuel A. Stallones, Dean of the University of Texas
School of Public Health and a former AFEB member, served as a consultant to a special Defense
Department committee charged to pursue the matter. On 6 May 1980, Dr. Stallones sent me the following
letter:

Dear Ted:
While serving as consultant to the Department of Defense on the proposed closure or change of sponsorship of

the military overseas medical research laboratories, a..umber of issues emerged v hich were of special interest to me
personally, and which do not fit well into a formal report. Since the suggestions involve the Armed Forces
Epidemiological Board, I thougl- t a submission directly to the Board would be the most useful step. The suggestions
presuppose that the laboratorie will continue to function under their present sponsorship, which is by no means
assured.

1. Oversight. Signifi ,it value would accrue if a formal advisory board were established to provide continuing
consultation on the mission and performance of the laboratories. The Armed Forces Epidemiological Board is an
obvious locus for such a function. Evidently the commitment should be more than casual, and should entail frequent
visits to the laboratories.

2. Integration. The report entitled "New Directions in International Health Cooperation," submitted to
President Carter in 1978 by Dr. Peter Bourne, noted that the military laboratories ceuld be expanded to become
centers for regional training in clinical tropical medicine. This leads to the need for serious consideration of regional
organization of military research, generally. Presently NAMRU-2 (Manila and Jakarta), AFRIMS (Bangkok), and
USAMRU (Kuala Lumpur) represent a very strong base for coordinated research and training efforts in Southeast
Asia and the Western Pacific. NAMRU- 3 (Cairo) and USAMRU (Kenya) could serveas the foci for regional programs
in North Africa and the Middle East, and in Central Africa. Notably lacking is a strong research base in Latin America,
for the U.S. Army presence in Brazil is modest. Perhaps the Armed Forces Epidemiological Board could take the lead
in proposing expansion and integration of the DOD overseas medical research programs, with a view to achieving
a globally balanced strategy. These notions were not originated by me, but arose in a number of conversations of
different groups. However, I have not had an opportunity to review these suggestions with anyone else, and
therefore I am sending them to you without presuming to represent others' views.

I am sending copies of this letter to Dr. John Moxley and Dr. Phullip Winter, since their responsibilities relate to
the subject. Thank you for listening.
Yours sincerely,

Reuel A. Siallones, M.D., M.P.H.

The Board's reaction and the action that it took in regard to this important matter are described in the
following letter, dated 3 June 1980, which I sent to the Secretary of Defense. The response, dated 30 June
1980, is from Walter B. LaBerge, the Principal Deputy Undersecretary of Defense.
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REUEL ARTHUR STALLONES, M.D., M.P.H.

Stony accomplished many things following his internship, service as a battalion surgeon, and service
as as a Preventive Medicine Officer and epidemiologist in the military. He taught preventive medicine at the
University of California at Berkeley. At the University of Texas School of Public Health in Houston,where
he was Professor of Epidemiology, Stony also assumed the duties of that school's first Dean in 1968. Under
his leadership, master's and doctoral degrtes in science, public health, and a wide range of fields related to
public health were inaugurated and awarded.

Despite his heavy academic responsibilities during this period, Stony contributed in full measure as a
member of the AFEB, never s from: elief tlat military and civilian medicine were comparable in
certain of their objectives. His wisdom ... • ,: ;-ped the Board in its relationships with the military,
and his role in maintaining the security epartment of Defense's Overseas Research Laboratories was
appreciable.
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SUBJECT: Department of Defense Overseas Medical Research Laboratories

The Honorable Harold Brown
Secretary of Defense
Room 3E880 Pentagon
Washington, D. C. 20301

Dear Mr. Secretary:
The Armed Forces Epidemiological P F 'EB) expresses its concern over the proposal that military medical

research laboratories in foreign countrit J in their scope, eliminated or placed under civilian management
by contractual arrangements. rhe Z, 5 portions of its last two meetings to discussion of this important
matter. Its considered judgement ' a' -.. uld lead toan unac eptable reduction in military operational
and research capability. Any saving,,_ , r ) .tent in terms of expenditures for personnel and operational costs
would be trivial in comparison with the ,,

Board members feel obligated to voice leir concern in view of the AFEB mission "to provide timely advice and
recommendations concerning operational ,rem-, policy development and research needs for the prevention of
disease and injury and the promotion of .;, its competence to do so lies not only in its forty years of institutional
involvement with militarv medical rese- rams, 'ut also in the long personal and productive experience of
several of its current members who have L ., active either in the direct operation of, or as consultants to, military
medical research in supporting laboratorie. either in the United States or abroad.

These scientists are recognized authorities in various health fields.
The requirement for maintairni-ig the overseas laboratories is unquestioned. It is essential that the Department

of Defense maintain them in order to meet its known and anticipated military operational requirements pertinent
to diseases and other adverse health risks peculiar to foreign environments. The United States must keep abreast of
all indigenous disease or health threats such as malaria, scrub typhus, encephalitis, hemorrhagic fever, environ-
mental changes and others wherever and whenever they may directly affect the ability of U.S. forces to function
effectively. Certain of the essential functions of overseas military medical research laboratories are:

a. Research. Development of new knowledge and the resultant technologic and control programs depend
directly on the long-term commitment of scientific investigation directed to problems which otcur naturally in a
particular country. American forces encountered malaria, scrub typhus, dc,'gue and other disorders throughout the
Southwest Pacific Islands, Indochina and Asia when troops functioned -i the field. Many of these threats are
unsolved and remain military problems.

b. Training. To maintain a cadre of experts and develop nev, competencs. in medical conditions to which military
forces are exposed ov?rteas, it is essential to maintain, improve ard develop both facilities and scientific personnel
before there is an oper: ... al necessity. Examples of the importance of medical research and our abysmal l.zk of
capability oct.urred when American troops encountered scrub typhus, malaria and dengut. fever in the Pacific
Islands, dru%-resistant falciparum malaria in Vietnam or highly fatal hemorrhagic fever in Korea. These are glaring
examples. The threat of Rift Valley fever in the Middle East and virus infections, such as Lassa Fever or Marburg,
and Ebola virus infections in Africa are current major threats to military security. Much progress has been made
through research conducted in overseas military laboratories, and there is now a coordinated program directed to
development of means of control throughout the military system. It is unlikely that any civilian institution would
direct its interest to these unsolved problems simply because they are peculiar to the military mission.

c. furveillance. There is no question of the value of foreign military medical laboratories and their ability to
collect and cull the type of important epidemiologic information which is essential for long-tern, planning and
determination of predictability. Military necessity makes it essential that experts be informed of military needs
through their strategic placement throughout the world. They must be constantly involved in collection and
interpretation of relevant data. The first isolation of the Asian strain of influenza virus in 1957 was in a military
installation located in Asia. It is fundamental to the security of the United States that military medical laboratories
be broadly conceived and developed world-wide. It is true that these laboratories would profit from better
integration, it is quite unlikely that any civilian agency would have the interest, enthusiasm and broad capability
to conceive, develop and integrate such programs. There is a lack of military research presence in Latin America
which merits early and serious consideration. The question ma- be logically raised % hv the military services should
direct the overseas research programs. Experience through decades makes it abundantl% clear that the required
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capability and interest exists only in the military system. In no way does this derogate the outstanding contributions
made by career civilian DOD scientists who hlve worked productively in these laboratories. These scientists have
contributed to the planned and relevant military research problems designs and programmed for these laboratories.

Factors which forcefully favor military sponsorship are:
a. Continuity. To insure continuity of capability it is essential to have management by, and involvement of,

career military personnel who can alternate their tours of duty between domestic and foreign laboratories that are
engaged in research on common mission oriented problems. These are problems unique to the militar-.

b. Responsiveness to Problems. The ability to respond to military demands is more direct and flexible when
scientific facilities are under military command responsibility. Sponsorship by the contract mechanism is so
awkward and clumsy as to preclude rapid change in response to military needs. The result can be costly delays.

c. Availability of Key Scientific Personnel. There is a serious limit to the availability of highly qualified civilian
scientists who would work in a civilian controlled laboratory overseas. There are striking examples of gross failure
of civilian agencies to recruit personnel and to develop and maintain health care systems when placed in strategic
overseas areas. This cannot be said of those established medical laboratories which continue to be productive and
viable in Asia and the Middle East.

d. United States Presence. The presence of medical military laboratories in allied foreign countries has favored
our national policy particularly when there has been a long-term experience in that country. In spite of political
pressures and diplomatic strains, the host governments have maintained their favor in our medical laboratories. It
is doubtful that civilian managed laboratories on a short-term basis could develop or enjoy this relationship.

e. Lasting Power. The record is conspicuously clear that the grant or contract mechanism has been devoid of
lasting effect when civilian laboratories have been established in foreign countries. Centers have been sponsored by
the USPHS, the Center for Disease Control, and NIH. USAID has sponsored other programs. The International
Centers for Medical Research and Training were established in 1960 in five foreign countries by five civilian
institutions. All but one of these have been phased out. The emergence of nationalism and increased anti-colonialism
have shifted from free study U.S. programs to collaborative partnerships with visiting and local scientists who work
on problems of mutual interest. Projects such as the NIH- and AID-sponsored Cholera Research Laboratory have
been internationalized with an independent Board of Directors.

Attention must bepaid to this historical record. It isunlikelyand unrealistic toexpect any civilian U.S. contractor
to maintain any installation comparable to the current overseas military laboratories. The contracting agency would
lack the welcome which is extended to the military by a friendly government. A private contractor, whether a
University or institutional group, would encounter difficulties in maintaining proper relationships with civilian and
governmental agencies in host countries. At times, the civitian agencies are considered competitive in contrast to
relationships established by Oepartment of Defense activity.

The AFEB concludes an, makes the following recommendation with strong conviction. That the United States
military continue to operate iaboratories in selected foreign countries for. (1) the development of new knowledge
relative to the military mission; (2) the maintenance and development of a co.- of military personnel with
appropriate scientific capability and expertise, and (3) the surveillance of medical problems as they relate to military
needs.

These objectives require maintenance of medical laboratories that are promptly responsive to Depa, tment of
Defense coordination and mission requirements, some of which can change . ithout warning. These net -,-not
be met satisfactorily by contracting such functions and responsibilities to a civilian agency, nor is it reasu.laoe to
assume that continuity or reliability of performance can be assured under such sponsorship.

Not only does the AFEB urge the maintenance of the currently existing programs, but it recommends that the
military mission be better planned and programmed on a more logical and comprehensive world-wide system, i.e.,
[that] DOD overseas medical research programs be designed to achieve a globally balanced strategy. For example,
there is no strong research base in Central or Latin America, a hemisphere which is most important to the United
States.

The Board is willing and eothusiastic in its desire to assume an advisory role.
Sincerely,

Theodore E. Woodward, M.D.
President, Armed Forces Epidemiological Board
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Dear Dr. Woodward:
This is in reply to your letter of 3 June to the Secretary of Defense concerning the overseas medical research

laboratories.
The proposal to close or contract for the operation of these laboratories did not arise within the Department of

Defense. We have been afforded an opportunity to raise further arguments in rebuttal.
To this end we have recently concluded a study of the laboratories, their value to the Department of Defense and

the feasibility of contracting-out their operation. I understand that the Board has been briefed by my staff on the
progress of this study.

The study report concludes that the laboratories are a valuable and productive resource and that .ontractrg for
their operation would be infeasibk aod, in any case, counter-productive.

Unless you object, we will include the Board's views with the study report, so they may be considered by those
who will make the final decision on the issue.

Thank you for your tboughtful and constructive comments.
Sincerely,

Walter B. LaBerge
Principal Deputy [Undersecretary of Defense]

The Board responded that it would be pleased to have its views used to support the issue at hand.
Ultimately, theOverseas Laboratories were maintained under the administrative responsibilities of their
sponsoring military service. Hence, the Board was able co render counsel and advice that helped lead to
a favorable decision.

Later, in 1980, a fortuitous opportunity permitted the Board to interact directly in investigative
activities with an Overseas Laboratory. Dr. Stephen L. Hoffman, of the U.S. Naval Medical Research Unit
No. 2 (NAMRU-2), Jakarta Detachment, informed me in a letter that a particularly severe form of typhoid
fever, with associated shock and high fatality despite specific chemotherapy, prevailed in Jakarta. The
mortality rate was said to far exceed that in other areas where typhoid fever was known to be endemic.
It was clear from his letter that Dr. Hoffman was well-informed regarding the various pathophysiological
abnormalities associated with typhoid, and he asked for suggestions for any indicated therapeutic
approach. Corticosteroids had first been used in typhoid patients as early as 1950, under AFEB
sponsorship, but I told Dr. Hoffman that proof of their efficacy had never been established, in spite of the
fact that steroid treatment in severely ill typhoid patients was generally used. Excerpts from this 1980
correspondence follow:

7 July 1980

Dear Dr. Woodward:
Asa consultant and investigator at the infectious diseases hospital in Jakarta, Indonesia, I see 5to l0 new patients

per week with bacteriologically confirmed typhoid fever (our lab). Of particular interest to me is the fact that many
of these generally young (15-35 years), relatively well nourished patients with no underlying diseases present with
severely abnormal states of consciousness. While appropriately 801 of the patients are apathetic on admission, 407
of the total number of patients have disorders ranging from delirium, which is often agitated, to obtundation, stupor,
and coma. Most of them have fever outside the hospital for 7 to 10 days treated with oral antibiotics (often
chloramphenicol) Although several patients have been in shock, most of them have adequate blood pressures,
systemic perfusion and urinary output as well as no evidence other than abnormal mental states to suggest
inadequate oxygenation, and no evidence clinically of DIC. Laboratory testing in this setting has thus far been
inadequate but most patients tested have had normal electrolytes as well as uniformly negative cerebrospinal fluid
examinations. The mortality rate in this group is approximately 10", with those presenting in coma or with
convulsions faring the worst. However, most reco% er slowly, but completely, with mental status returning to normal
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approximately seven days after temperatures have returned to normal....
Enclosed is a tentative outline of how we will be approaching this group as well as a control group

with typhoid and normal mental status. This is a fairly standard approach and I would appreciate hearing

from you as to your ideas on the pathogenesis of this disorder as well as ways that we might approach
the study of it....
Sincerely yours,

Stephen L. Hoffman, M.D.
Head, Department of Clinical Investigation and Epidemiology
NAMRU-2

24 July 1980

Stephen L. Hoffman, M.D.
Head, Department of Clinical Investigation and Epidemiology
U.S. Naval Medical Research Unit No. 2 Detachment
APO San Francisco 96356

Dear Dr. Hoffman:
Thank you for your letter of 7 July 1980 in which you bring out some of the opportunities which you have in

connection with problems relating to patients with typhoid fever. I gather that your experience is voluminous to say
the least.

There are some important problems which relate to pathogenesis of typhoid fever and its management which
are unsettled. Someof these issues can only besettled or only partially settled in an area where there isa heavy influx
of patients. It sounds to me as if you are experiencing some good o!d-fashioned virulent typhoid fever.

Would it be possible to obtain skin biopy sections of the rose spot of typhoid?
Would it be possible to pass a cantor (gastric duodenal tube) tube in some patients, collect bile and/or perform

a biopsy of the upper small intestine? We have found these procedures harmless but informative, particularly when
immune-fluorescence techniques are used.

Do you think the number of patients is sufficient for a careful alternative study of two effective therapeutic
regimens? Would this type of treatment be acceptable on the condition that the two forms of treatment are regarded
as comparable? One of these techniques would probably involve the u..A of corticosteroids along with an antibiotic,
etc.

It is presumed that specimens of serum could be collected forspecial olood studies such as fractionation of amino
acids and endotoxin assay, etc. Also, studies of lymphocyte transformation are important.

Let me hear from you about the above. Actually, you stimulated my interest when you raised the question of
developing a collaborative study.
Sincerely yours,

Theodore E. Woodward. M.D.

Dr. Hoffman and his associate, Dr. Narain Punjabi, with advice from Dr. Sheldon E. Greisman of the
University of Maryland faculty, developed a plan of study on recommended high doses of dexam-
ethasone. The protocol was approved through the usual channels. Funds to conduct the study, beyond
those available to NAMRU-2, were raised from Parke Davis and Company. The clinical study was
completed in Jakarta with highly successful results, which Dr. Hoffman and his associates reported and
published. (Hoffman, SL; Punjabi, NH; Kumala, S; Moechtar, A; Pulungsih, SP; Rivai, A; Rockhill, RC;
Woodward, TE; and Loedin, AA. Reduction of mortality in chlorampheni'ol-treated severe typhoid

fever by high-dose dexamethasone. New En:.. I. Med. 310: 82-88, 1984.)
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This clinical investigative activity prompted me to visit NAMRU-2 in Jakarta several times during
my visits to other DoD Overseas Laboratories in Bangkok and Kuala Lumpur. The Overseas Command-
ers in 1982 were: Commander Patrick Carney, in Jakarta; Lt. Colonel Michael Gross, in Kuala Lumpur;
and Colonel Michael Benenson at AFRIMS, in Bangkok. I also visited the NAM RU facility in Cairo, where
Captain Ray Watten was Commander.

During these visits, it was obvious to me that relevant research, very important for the military
mission, was being conducted in all units. Furthermore, in several of the units, Army and Navy
Department scientists were working collaboratively with civilian scientists. After my discussions with
the investigators overseas, it became clear to me that better collaboration and communication between
individual Overseas Laboratories and the base laboratories in the United States would serve a useful
function.

To this end, in 1982, 1 transmitted this concept to Maj. General Garrison Rapmund, Commander of
the Army's Research and Development Command, and to Captain James F. Kelly, Commander of the
Navy's Research and Development Command. Colonel Philip Russell, Commandant of WRAIR, was
also consulted. A suggestion was made to hold workshop meetings at WRAIR, or other appropriate sites,
in the early winter when the Commanders of the Overseas Laboratories and other laboratory personnel
regularly attended the meetings of the American Society of Tropical Medicine. These meetings would
provide a forum for the Overseas Laboratory personnel to meet and discuss scientific matters and to
determine, whenever possible, how joint efforts, the avoidance of duplication, and suggestions for new
leads might better promote relevant military research in the overseas sites.

Meetings of the Overseas Commanders have been held annually since 1982. Much progress has been
made in coordinating their research and in developing better understanding of their mutual problems.
Steps have been taken to allow working personnel at all levels to discuss both scientific matters and
administrative difficulties during worksho, conferences. Maj. General Rapmund; Maj. General Philip
Russell; Captain Kelly, USN; Colonel Frank Top; and Colonel Fred Tyner, as well as the Overseas
Commanders, have contributed to the success of these meetings.

A comprehensive meeting of the Overseas Laboratory, Commanders was held at WRAIR on 1
December 1988. The programs of the various laboratories were thoroughly described by each Overseas
Commander or associated staff personnel. Discussions were directed at coordinating and expanding
specific research projects, with the aims of avoiding duplication and expanding new knowledge. The
agenda for that meeting appears on page 208.

On 2 December, the Commanders and other overseas personnel visited the WRAIR and NAMRI
laboratories. Maj. General Philip Russell, Commander of the U.S. Army Medical Research and Develop-
ment Command, sent me the following letter, dated 30 December 1988:

Dear Dr. Woodward:
Thank you for your participation in this year's Overseas Laboratory Commanders Conference. Your presence

at thesegatherings is always welcomed by both Army and Navy field commanders. It did not escape my notice that
this was the seventh in a series of these conference since they were begun at your suggestion in 1981. These meetings
are another tangible benefit resulting from the involvement of the Armed Forces Epidemiological Board in the
infectious disease research program of the three Services. The interaction between the Board and our researchers in
the field has been extremely valuable to us, both in terms of program direction and in terms of stimulating and
guiding our young research scientists. Several of our young officers have remarked to me how much they have
valued your visits to the overseas laboratories. Your continued involvement in our program, and the involvement
of other members of the Board, is always welcome. Best regards.
Sincerely yours,

Philip K. Russell, Major General, Medical Corps. Commander
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The Agenda of the 1 December 1988 Meeting
Overseas Laboratory Commanders

Walter Reed Army Institute of Research

0W00 Registration

0830 Welcome: Col. C- Frad Tutter. Director, WRAIR

C840 Introduction: Call. 1. Woody. CO, Navy %RDC

0850 Introduction: Maj. Gen:. I'. Russell CDR, USAMRDC

0900 Army Infectious Disease Program: Col. 0. Robinson

0910 Navy Infectious Disease Program: Ca;'!. L. I.Antghifl

1000 Break

1020 AFRIMS (Thailand): Col. F. Sodet:

1050 USAIRU-M (Malavsia): Col. G. &ewis

1110 NAM RU-? (Philippines): Capt. 1. C'ooflatngl

1130 NAMRU-2 DET Undonesia) Cdr. F. Patrltlog

1150 USAIRL-ROK (Korea): Col. K. Dixiln

1210 Lunch

13-30 NAMRU-3 (Egypt): Cali?. M. Kilpatlrick

1400 USAMRU-K (Kenya): Col!. C. Roberts

1420 Break

1440 NAMiR[-DET (Peru): Cd~r. R. Huck

1500 USANIRU-B (Brazil)- al. (Ili McG reevy

1520 Break

1540 1 IV: Col. E. Trainont

1600 1 lY Discussion

1610 General Discuss-ion

1634) Cas-h Bar, Officers' Club (WRAMC)

1800i Catered Dinner (Barbecue) WRAIR

The fortieth anniversary meeting of USAMRU (Mialaysia) was held at WRAIR on 24 February 19898.
Members of the AFEB, WRAIR, USAMRIID), NIH, and invited guests attended. The meeting's agenda
illustrates not only the important military medical research that has been conducted at USAMRU during
the past forty years, but also the close collaboration between the AFEB and the DoD Overseas
Laboratories. That agenda follows:
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The Agenda of the 24 February 1988 Meeting
USAMRU (Malaysia)

0900 Welcome- Col. FV Twwer
0905 40th Anniv-ersary Celebration-lntroduction: M~al. Gen. P_ K. Ruk~til

L. Scientific Achievements-The University of Maryland period 1943~-1%2
Chainnan: Dr. C 1_ W&s<euian. Jr.

0915 First Specific Treatment for Scrub Typhus and Other Infections: Dr. T. E. WitsIward
0945 Typhoid Fever and Chemoprophylaxis of Scrub Typhus: Dr- It. I.. Ixz,. Jr.
1015 Fever-s of Unknown Origin: Dr. P_ A. Wb
1035 Blreak
W350 Medical Ecology: Dr. R. Traub
1140 Encephalitis: Dr. 1P. Pfjrrr
1150 Discussion
1200 Lunch

11. Scientific Achievements-The Posst-Maryland period
Ch~aurma:;: Cod. 0. Rof-inr.u

1300 The EcuAogy of Scrub Typhus: NW. Gen. G. Rapmuyud
1320 F6R,-t Ecology: D*,r. 1. Muzil
1340 Doxycline prophyax~is: C,,. .M.Cr e
1400 Current Studies: Lf. Cot- G. IA-is

1420 Discussion

Ill. International Cooperation
Chfirman: Brig. Qnz. WV 0. TIg~t

1430 Collaborative Studies with the Institute for Medical Research: Dr. R. Traub
1440 Collaborative Studies with The Commonwealth Force. Dr. C. DuLIA?
15 X Volunteers. Then and Now Discussion: Dr- H. E~isiws
152_0 Break

IV. The Joseph L Smadel Lecture

1530 Introduction of Dr. C. L. Wisseman. Jr.: Dr- B. 04M~r
155 Epidemic Typhus: Dr. C. L. Whkssc_ n. fr.

1630 Adjourn

V. Evening program~

1700 Gather for Dinner
1I00 Dinner
I1900 Introduction of Speaker Maji. Qeu. P. K_ Russdl
191; Co!lbo.ativc Efforts between the Universitv of Maryland and the U.S. Anw Dr- TIE- WIi rd

In fulfilling its advisory role, the AFEB has helped support and coordinate the activities of the
Department of Defense's Ovcerseas Laboratories. This help has often taken the form of es tablishing an
informal working relationship with a qualified academic center whenever that was appropriate to the
program's mission. Not the least of this support has beoen the AFEB's assistance in recruiting key
personnel.
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The Armed Forces Epidemiolocgcal Board

WILLIAM D. TIGERTT, M.D.

Bill Tigertt was closely affiliated with the AFEB and several of its Commissions during his distinguished
military career. With the advantages of his remarkable experiences in laboratory medicine and his accurate
bibliographiL memory, Bill applied his capability in pursuit of those infectious-disease problems that he
confronted. He gained broad experience in tropical diseases in New Guinea and the Philippines as Director
of the 26th Army Laboratory and at the 406th General Laboratory in Tokyo. Malaria, other parasitic diseases,
and enteric infections were rampant Later, under his guidance asCommander of the U S Army Medical Unit
at Fort Detrick (later USAMRIID), many of the problems of pathogenesis, pathophysiology, and control of
viral and rickettsial diseases were clarified He held the rank of Brigadier General when he retired from the
Army Medical Corps.

Bill was the principle force behind the thrust to find better prophylactic and chemotherapeutic controls
of malaria. He collaborated closely with the Commission on Epidemiological Survey, and was a member of
the AFEB's Commissions on Malaria, Virus Diseases, and Parasitic Diseases.
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THE DENSEN REPORT

The Board has aiways responded to requests by the respective Surgeons General and the Office of
Health Affairs in the Department of Defense on standards and procedures related to health care, health
standards, and data-collection systems. Several ad hoc committees and task forces addressed these
health issues for the Board. Dr. Paul Densen, a leader in this field and a dedicated Board member, kindly
responded to my request that he prepare a chronology of these proceedings and an historical commen-
tary. The document that he produced, which is of significant historical importance, follows. It deals with
the AFEB's activities related to physical standards, frequency of examinations, population-based
forecasting, epidemiological methods in the health-care delivery system, the ambulatory care data base,
readiness-related issues, and the health care of women in the armed forces.

The AFEB, The Setting of Health Standards, and the Application of Epidemiological Concepts
to the 3tudy of the Health of the Armed Forces:

A Chronology and Commentary

Background
Late in 1978 the Armed Forces Epidemiological Board was formally reorganized into three subcommittees.
a. The Subcommittee on Disease Control
b. The Subcommittee on Environmental I fealth
c. The Subcommittee on Health Maintenance Systems
The establishment of the Subcommittee on Health Maintenance Systems constituted an expanded area of

activity for the Board. While its concerns inevitably overlap those of the other two subcommittees, the designation
of a separate subcommi.tee represented specific recognition of the importance of dealing with individual disease
entities and environmental ha ards. At the same time, it was recognized that central to the concern of all three
subcommittees must be the develoyment of an appropriate data base to aid in the early detection of departures from
health, provide management witit the tools for resource analysis, and furnish epidemiological information on the
distribution of health and disease in the Armed Forces which could serve as a point of departure for more detailed
research efforts In brief, the Subcommittee wa, fo provide "scientific evaluations and recommendations concerning:

a. The assessment of those physical, nutritbuv:al, behavioral, hereditary and other characteristics of individuals
and populations which are associated with chronic sli.... and disability.

b. Those programs which can be implemented to pre, . rdeLrease lcst tn.edlty ,orAn. . d Forces personnel,
and

c. Those epidemiological and management techniques applicable to the. h-sign of i,.oro e i c. nt health service
programs, particularly with regard to preparations for varied operational continq:m."c.

The activities under this charge follow:

Activities
Periodic Medical Examinations. In March of 1975, Col. Robert T. Cutting, M.D., Ch.c., Health and Environ-

mental Division, DOD, requested the AFEB to review the scope of the periodic medical examination l(PME)l in the
Armed Forces The usefulness of the examination was in question and the shortage of medIL.1l manpower dictated
that the entire policy be reviewed.

In response to Dr. Cutting's request, Dr. Lennette, President of the Board at the time, appointed an ad hoc study
team which made its report in March of 1976.2 The report included a suggested procedure for review of the PME and
resulted in the appointment of a Subcommittee with Dr. Paul Densen as chairman to review the subject in detail. The
Subcommittee held its first meeting in January, 1977 and submitted its report to the Board at its February meeting
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PAUL M. DENSEN, D.Sc.

P'aul [Jensen has had a distinguished career as a counsielor and administrator ot health services,
particulai I% as theN relate to :xalthi care, con'munitN hecalth planning, and health needs HeI is the cloven of

lw~lt-cae onsltntsinthe Unted Statvs and- is called upon by national groups s ithi problemisithis field,
1 he AFEII 5% d5 ortunate to has eattracted Pauw [ensen asla memiber in 1975. At that time, shortly before

the Board broadened its interests in the field c f infetious diseases, Paul lDensen brought a sorely needed
brand o1 expi .Iisu, an1d chaired the Board's Subwnimittee on 1 Icalth Maintenancex Urgent, longstanding
problem,, crcfrequently presented to the Boardb hueSurgeons General of the itesersices and the Office
of I Icalth Affairs. P'aul assisted the military sern ices w~ their planning for hecalth care, health standards, and
rOPUlationl forecasting, and particularly the special pro~lems associated %%ith the delis erN of health care to
large groups Members of the Subcomittee performed in iepth studies, %isiteJ mank iihtary installations,
and wade eslwacstis u, objecti% e recLommendations eiardmnh health are and statisticl analssis. 'l'hesu %% ere
of inestimable s alue to the D~epartnment of Defense, lad Paul IDensen desers es the lion's share of the credit.
Abs avs responsise, he nieser failed to accept a request and carry the problem through to its solution
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RICHARD D. REMINGTON, Ph.D.

Dick Remington is a product of the University of Montana and the University of Mlichigan. After
receiv ing his doctorate at Michigan, hie served wvith Dr Thomas Francis as an epidemiologist in that
outstanding School of l'ublic Hecalth. Later hie sered as the Dean of the School of Public I lealth at Michigan.

The Board %Nas fortunate to attract D~ick Remington asa. member A practical and %% ise epidemiologist,
heC haS helped 5ol e %anous problems% that %%ere posed b the three medical ser% ites I lis tontributions 11,1%e
included recommendations pertaining both to data kollection for ambulator) miedical care sy-stemns and to
population forc-asting of the need for Lurrent and future procedures pertinent to inpatient and outpatient
services lie has also w.orked on problems associated %%ith acquired inmme deficiency syndrome,
particulairly in developing practical guidelines for disease control.
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in 1979 1 The Board appro% ed the report and forwarded its recommendations to the Assistant Secretary of Defense

(Health Affairs) and the Surgeons General in March of the same year.'
A number of detailed recommendations were made, the gist of which was that the PME, as then constituted, be

abandoned. In its place it was proposed that a minimal health examination be integrated into the general medical
program, the content and frequency of which " ere specified in the report. The report emphasized that the minimal
health examination should serve to place examinees into risk groups and that the frequency and content of
subsequent examinations should be go-, erned by the nature of the risk. Manpov, er considerations were discussed
and recommendations made as %vere recommendations for improN ing the management and monitoring of the
program.

Subsequent to the Board's report, a number of changes were made in the medical examination standards which
move the procedure in the direction recommended by the Board.

In 1973, regulations required medical examinations e% ery four years for Army personnel aged 19 through 39,
every two years from ages 39 through 49, and annually thereafter. Since 1980,, following the Board's report,
examinations are required every five years from ages 20 through 60, and annually thereafter. General officers are
examined annually regardless of age.

The principle that the examination should serve to place individuals into risk groups and that subsequent
examinations should be dictated by the nature of the risk has been adopted. For personnel over forty, procedures
such as rectal examinations, cardiovascular screening, mammography and Pap smears have been instituted.
Recently, th Arm) has initiated health risk appraisals which place the indix idual into risk groups based upon replies
to a checl list A computer scans the check list and calls for further examinatior if the individual is identified as
having a high risk life style.

The original stimulus for review of the PME was its low yield as then constituted with resultant inefficient use
of scarce manpower. The extent to which the changes described have impr,-, d the situation should be examined
periodically and the findings made available to the Board.

The risk-correlated approach to health maintenance has been particularly evident in a long-standing collabo-
ration between the Air Force and the Army. The Navy, while not formally involved, has expressed keen interest.
However, as far as is known at this writing, a coordinated, tri-service approach to a health examination program is
still in the future

Population-Based Forecasting. In 1973, at .he direction of the President, a Military Health Care Study (MHCS)'
v as undertaken charged with, among other things, making "appropriate recommendations for modifications to
improve the Military Health Services Systems." The 1975 report of this study called particular attention to the lack
of reliable information on the size and characteristics of the population eligible to receive benefits from the system
and on the patterns of utilization of the system by the eligible population. The report "recommended that DOD adopt
a planning process for CONUS which is based primarily on the demographics of the population to be served."

In response to this recommendation, the Office of Program Plannng and Policy Analysis (OPPA) was
established in 1980 in the Office of the Assistant Secretary of Defense, Health Affairs. One of the tasks assigned to
OPPA was to deelop population-based forecasting models designed to permit appraisal of the impact of policy
changes on the Military Health Care System both in the dired care of service personnel and in the care of dependents.
In No% ember of 1980 Dr. John H. Moxle,, Ill, then ASDA(HA), requested the AFEB to assess the "structure, accuracy
arn potential usage" of the population-based forecasting models being dex eloped by the OPPA and asked that Dr.
Densen participate in this assessment."

Dr. Densen submitted his report to the Board in September of 1981 The Board approved the report and
forwardea the recommendations to the ASD(HA) and the Surgeons General in the follov ing month.- I here were
three overall recommendations:

1. The population-based forecasting activities of the OPPA should continue to be
supported.
2. The activities of the OPPA in this area should be integrated with the medical statistics
activities of the three services.
3. The ASD(HA) should request tho AFEB to conduct and report on annual review of the
populaitk.n-based forecasting activities of the OPPA.

'Fle last "fthese recommendations warrants some, elaboration. The report dealt at some length %% ith the potential
uses of the ink rmation being de eloped by OPPA, pointing out that the need to knot, the population exposed to risk
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perx ades almost c% erx management, policy and research atix itx undertaken b% the Armed Ser% ices. Ox er the N ears
the AFEB ha. repeatedly had occasion to tomment upon the lack of such information, as indeed did the Militar%
Health Care StudN and as hax e outside consultants such as the Rand Corporation The recommendation for an
annual rex iexx %k as designed to cn ure that the issue receix e the attention its importane %% arrants. Tile recommen-
dation also sought to provide an educational device for all parties concerned.

So far as is known no action on this recommendation has been taken to date.
In 1984 the functions of the Office of Program Planning and Polic% Analysis % ere assumed bN Dr MeNtrox ich

and his staff at the Defense Medical Sy stems Support Center (DMSSC). Population data by age, sex, benetliar% and
geographical regions continue to be collected thcough the DEERS program. Responsibilit tor analyses and
distribution of the data have been assigned to Norma St. Clair in Dr. Mestrovi,:hI', Office.

Although the ax ailability of such population estimates represents a considerable idx ane v % er the prex 1o1s
situation, bringing these data together %x ith numerator data in a sNstematic m,.:1ncr t form p.ex alence and, )r
incidence rates for the three Serx ices is still sporadic. In x ie of the numerous recommenc.,t"';. in this regard %x hich
hax e been made ox er the years, tis is deplorable and deserx ig of greater attention. One approach to dex eloping
such rates is embodied in the interim recommendation of the Ambulator Care Data Requirenlents Work Group
discussed below.

Epidemiological Methods in the Health Care Delivery System. At a meeting of the Boaii inl September ot 1980,
Dr Eric Gunderson presented a report on the Nax % program on epidemiologcal models and ni,.nagement and
clinical serx ices in health c.are s stems Dr. \oodxx ard placed discussion of this report on the agenda tfor ti, meeting
of the Board in Septepi'.'er of that year.

The Gunder.jn report pro% oked lix ely discussion %x luch emphasized the need to bring tw terr numerator and
denominator information as a basis for epidemiological examination If t he alth of the Armed Forces and to prox ide
the tools necessary for more effective management of the health care programs of the three ser\ ices

Follox ing this meeting, Dr. Woodx ard appointed a Task Force with the charge "to better define and dcx elop
a program aimed at formulating epidcniiological methods in the clinical health deix% erN system %x hich v. ill utilize
all serx i.es and benefit all serx i.es in a manner x% hich is peculiar to their needs."' This initial Task Force %%as chaired
b\ Dr Herschel Griffin xx ho %xas, later succeeded by Dr. Richard Remington xx hen the former's term on the Board
ended In April of 1982,, th-,e Task Force submitted two resolutions to the Board xxlich xxere forxarded to the
ASD(HA) and tie Surgeons General One of these recommended "that as soon as possible (reports on health service
utilization, ,ccurrence of disease and other health indicators) include, in addition to counts, rates based on
denominator data reflecting populatio,s at risk." The other resolution expressed the Board's x illingness to assist
in a pianned annual review of the Office of Health Policy,, Planning and Systems.

Subsequent to the April 1982 report, the Task Force recex ed on-site briefings on the Naxy Occupational Health
Information Sy stem (San Diego), the Army Outpatient Information Test System (Brook Army Medical Center) and
the Air Force's Outpatient Computerized Occupational Health Program (Brooks AFB, Texas). These briefings
culminated in a report to the Board at its March 1982 meeting containing sex eral recommendations xxlich xcre
approved and forwarded in the usual manner."

After noting that the dex elopment of health care related information bx the three Serx ices xxas ,impre.',Si el and
descerx ing of support, it x as further recommended that "expansion of the informal dialogue occurring among the
three ,erx ices should be en.ouraged with each serx ice dcx eloping its own phased implementation plan to pro% ide
a longitudinal health record on military personnel and their dependents." Referring to the information sy ,, ten s being
dcx eloped by the Serx iLes another recommendation stressed that a "num requirement of these systems should
be a capability to compare populations at risk ix ith populations receix ing care (matching numerator and denoani-
nator data) " Again, it x as indicated that "the A'EB would like to be a contributing participant in the ex olution ot
health care information systems ... "

Follox ing the Remington report there appears to hax e been organized in the Office of the Assistant Secretarx
of Defense (I tealth Affairs) a I lcalth Studies Task Force wxith Coltel Redman as its chiet. The Task Force undertook
a study whose objectives were to'

I. Assess the utility and
2. The feasibilitx of transferring mdix idual inpatient data to the I lealth Affairs Data Management Information

System IDMISI and then
3. To develop a mechanism to interface this data with other data modules in DMIS.
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In June of 1984, the Task Force issued a draft report in %% Ich it %x as concluded it % as both usetul and teasible
to transfer "archix e copies of the Serx ices mdix idual inpatient data sy stems to the Data Manageipent Information
System of the OASD(HA)."

IThel June 1984 draft report of the T.isk Force may be contsidered a follox -up on tile Remington report designed
to prox ide DOD with the kind of Information needed for the effectix e management of its health care program

The Task Force continues to function on a contingency basis (see the discussion belox on readiness) under tile
direction of Lt Colonel Antoinette I lageN. Contemporary issues ha e included smoking, nutrition, cardiox ascular
screening and cholesterol testing.

Ambulaton Care Data Base. A major part of the resources of the Military Hiealth Care System (MHCS) is
dex oted to prox iding anbulator% care serx ices to militar personnel and their dependents N et, as pointed out in
the Health Studies Task For.c draft report "complete mdix idual ambulatory utilization experience among the,
population is not now (1984) being collected by tile services." '

The lack of ambulatorx care information is not due to failure to recognize the problem. Almost ex cry rex iexx of
the health care programs of the three ser% ices for the past twenty y cars or so has noted the adx antages to be gained
from tile ax ailabilitx of such Information from the clinical, epidemiological and adminustrati% e points of % iew.
Indeed, as noted in the Remington report, mdix idual installations in each of the Serx ices ha% e strix en to address the
issue and at its 1Q85 Fall meeting, the Board heard a presentation on the development ot an Ambulatory Care Data
Base at Fort Sam Houston This effort xxas begun as an Army initiati e in 1982 by LTCs Terry Misener and John
Coventry

The search for a practical approach to the de% elopment of ambulator% care data continues. In September ot 966
an Ambulatory Care Data Requirements Work Group with Norma St. Clair as coordimator was organized as part of
tile Composite Health Care Sy stems, xx hich in turn is part of the Defense Support Systems reporting directly to the
ASD(HA)on data base issues Ms St. Clair presented the plans of the Work Group to tile AFEB in October of the same
year and subsequentlx Dr Densen attended one of the meetings of the Group and received Minutes of other
meetings

This effort received a setback in May of 1987, when Surgeon General Becker indicated that the Army was
"preparing to discontinue testing the Ambulatory Care Data Base" because it could not "afford the cost (about
5400,000 per year) nor manpo1er spaces (17) to continue ACDB collection efforts."' Tile Surgeon General did
indicate that apart from cost considerations the system was judged to be a success.

In its report at the end of MaN 1987, the Work Group made a number of recommendations." After stressing that
the recommendations xxere designed so as not to place additional reporting burdens on the personnel of the
indix idual installations and that they should not be implemented until a fully automated support system i ax ailable,
tile report urged that the ambulatorN care data set dex eloped by the Work Group should be "incorporated in the
Composite I lealth Care System (CLtCS) as the ambulatory care reporting requirement." The "Work Group focused
on the facility lex el requirements for data that enhance the deh ery of quahtN health tare." It noted, hox e% er, that
the "data requirements of the facilitx le% el are of a different nature from the requirements of the higher hex els of
management."

The Work Group xx as asked to recommend an interim solution for system-tx ide data collection until the C1 ICS
capability became ax ailable. It noted that a sx stem nox exists that "records patient encounters IN ithout a data
collection burden on facilit personnel. This system provides support to clinic adnministrati, e personnel. An
interface xx ith DEERS could prox ide demographic data that could be combined xx ith encounter information. Thils
capability would provide basic data on encounters by clinical area and patient demographics "

The ax ailabilit, of such information would prox ide management xx ith information on tile ariation in patterns
of utilization among tile mdi% idual installations xx 1iL1 could serx e as a basis for further inquiry as to the reasons for
the x ariation. Unusually high or lo%% utili.ation patterns may indhate more efficient deplo ment of resources or
more effectixe ays of providing care or tile opposite. In any cast, management x ould hax e a pox erful but too
infrequently used tool available based on already existing data collection procedure..

In x iexx of tile many reconmendations ox er they cars to dex elop ambulatory .are intormation, tile AFEB should
x igorously support the Work Group's recommendation that certain existing procedures for tollecting encounter
Information "be proliferated (and) combined x, ith a DE'RS interface" to establish an interim data c.olle ton. stcnl, .

This interim data t.olleCtion procedurc % ould be in accord %x ith tile recommendatit l.. m," tile Remington report
referred to abox e and [consistentl %% ith a suggestion made b% Dr. l)ensen h,. Norma St. Clair that the dex elopment
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of administratix e data not wait entirely upon tl'e clinical information desired at the tacilitN lex el.
Readiness-Related Issues. The abiit of fle Armed Forces to ,combat disease in the field has alx aN s been a

matterof major concern to the medical staffsof t -three Ser% ices. It -, as not unti World War II that battlecasualties
e\ceeded losses from disease. Tile %% orld%% ide deplo ment of Armed Forces personnel, e% en inl the absence of ox ert
armed conflicts, makes the issue of continuing concern to the DOD.

In March of 1984 the ASD(INA), Dr Mayer, requested the Board to e\amine the quantitN and qualit% of the
existing x orldvx ide reporting s stems for epidenioogical data %N ith particular attention to the information on the
incidence and prexalence of disease. He alst) asked that the t3oard rex ie% the axailabilit% and quality o
epidemiological data for x arious potential trouble spots in the t% orld and recommend the prex entix e measures best
suited to prepared the Armed Forces to deal with health problems in these areas. :'

Dr Woodxx.ard asked Dr. Densen to form an ad ho sub.ommittee to prepare a reply to Dr. May er's request.
With considerable help from reprt.sentatix es of the three Serx ices, a draft report %x as presented at the September 1984
meeting of the Board. Lix ely discussion ensued and a number of constructi% e suggestions xx ere made. The final
report was sent to Dr. Mayer in the foiiowing month."

After pointing out that information on tle health problems likely to be encountered b- Armed Forces personnel
outside CONUS i% as ax ailable from a number of sources, but that this information n as not .ollated and disseminated
to the field in the most usetul fashion, the Board recommended that:

1. The disease reporting systems of the three Services be reviewed with the objective of
providing relevant medical intelligence information to the Armed Forces Medical
Intelligence Center (AFMIC).
2. A physician-epidemiologist be assigned to AEMIC who, among other duties, should
rank the diseases present in order of military importance with concomitant preventixe
measures to deal with them.
3 The physician-epidemiologist should be a regular contributing participant at all Board
meetings.

Following this report, a non-medical eFdemioiogist xxas added to the staff of AFMIC and he attended Board
meetings. -More recently an Air Force Colonel, %% ho is a phN sician %% ith training in epidemiology, has been assigned
to AFMIC. lie attended his first AFEB meeting in February of 1988 as tile AFMIC representative.

At the September 1987 meeting of the Board, the AFMIC Executix e Officer, Lt. Colonel John Weske, discussed
the problems encountered in rank ordering the reportable disease,, according to military importance. He reported
that a meeting on tile subject %, as planned %% ithin th: next nmety day s w ith tile object of cearly delineating the goals
of the effort and possible options and solutions, as well as a time table for achiex ing the goals. This topic is on the
agenda for the Fall of 1988 AFEB meeting.

With regard to preparing Armed Forces personnel to deal %x ith health problems in troubled ar, as, the Board
stressed that unless information "reaches the field commander in a manner %x hich clearly provides an assessment
of risk and indication of action to be taken, its usefulness is limited It ,, int thii area of interpretatLon and translation
into practical recommendations that the Armed Serx ices appcar to besomexx hat dficient. TO remedy this deficient y,
tae Board made recommendations designed to prepare medical personnel to maintain the read ines Of troops under
combat conditions and to facilitate large area surx cillan.e In order to identify potential hazards as vx ell as to aid in
diagnoses. Among these were the following Irecommendationsl.

I. Thc combat casualty course be expanded to include aspects of preventive medicine
and expansion of the Army Course in Tropical Medicine at Walter Reed to provide
practical field and laboratory experience in tropica! medicine.
2. A continuing medical education course be required for all military physicians.
Physicians with appropriate prex entive medicine training be assigned to units deplo ed
to existing trouble spots.
3 In the preparatory phase for troop deployment provision should be made for field
laboratories in the operational area early in the deployment schedule.
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As of thi, writing, training in pre% entix e niedicine is Londucted on a contingency basis as is related pre-
deploynment planning. Operations plans are prexiewed for anfectious diseases in act)rdaike %%ith guidelines
dex eloped in the Academx of Health Scienct.s Piex enti% e Med.ine Officer's short course. Whether this includes
provision for field laboratories is not known at this point.

Upon receixing the recommendation., in tiL.,, tw, report,, Dr. Ma1er prepared a memorandum' to the
Assistant Secretaries Of the Arm, Na% x and Air Force (M&RA and MRA&D) and to the Asstant to the Chairman,
Joint Chiefs ot Staff stating that he intendt.J to implement the recommendations of the Board and solicit.g
comments. If the actions proposed by Dr. ,Io, cr arc indeed implemented a good start 1 ill ha' e been made to%% ard
o% er.onin , tl:2 deficicies noted in tile Board's report. In anx e% ent, tile Board should folloix dex elopments in this
area closely

Women in the Armed Forces. Dr. Ma er, in the nmmorandun of March 27, 1984, asked the BLard to examine
the constraints and likelh consequences of the increasing participation of x, omen in the Arnied Forces.

It prx ed impossible to ansx er Dr. Max er's question directly betause of the lack of high quahty data on the
health problems of v. ome inl the Armed Fortes. [hls problem had been noted prex iouslk in another context by the
Office of the Assstant Secretary of Defense (Manpox er, Rtserx e Affairs and Logistics) In a rex iex of women in the
militar published in Odober 1981," it %xas stated that "a coiaplete inderstai-ding of the relatixe Lost., and
produtix ities of ilitar men and % omen is hampcied by mising, ,utdated or inconsistent data " This conclusion
was found to apply as well in the area of health affairs.

Gix en this lack of adequate and reliable data, ilt. Board's recommendations were directed at remedying this
deficienc%, so that in the future the nature and size of the health problems of ix omen in the nulitar, x ould be more
precisely understood and therefore more effectively addressed.

Particularl lacking x% rc ineaures on childbirth and pregnancy -related conditions presented in such a form as
to make possible comp., rions %% ith thl cix ihan sector and to pernit meaningful interpr.tation of trends. An eloquent
presentation of the problem xx is made by a scrx ice obstetrician tCol Sa'a Jah) at the Fall ireeting of the Board In
its report the Board recommended that:

the statistical data on cluldbirth and pregnancy-related conditions be revised so as to be
directly comparable to reports of the National Center for Health Statistics.

The data should present trends in annual birth rates, xx ith and %%ithoat complications of pregnanc, details as
to pregnancy outcomes in terms of parity, trimester of pregnancy first seen, etc., in order to prox ide information on
the health of both mother and duld and lay a better foundation for tile estimates of resource requirements.

The diacussion at the Fall meeting of the Board emphasized the need for a much broader base of information
about the health status and utilization patterns of %% omen in the Armed Serx ices than existed at the time. After again
noting the absence of out-of-hospital utilzation data and reiterating its prior recommendations tode elop such data,
the Board recommended that:

the Office of the ASD(l IA) considir developing a prospective five-year cohort study of
women, beginning when they are inducted, to determine their utilization of health
services, Itol examine the relationlshipl between health status and occupation, and Ito!
evaluate the factors contributing to separation from the Armed Services.

This retonniundation is in acord %x ith the general recormmendation of the Remington report that a longitudinal
health record be established on military personnel and their dependents.

Following the iransmis ion of these reCommendations to Dr. Mayer's office, Col. Redman of that office xxa,
asked to examine their feasibilitx. I Ie c.oncluded that "it is feasible to hax v the Scrx ices maternal and natal statistics
be collected, completted and reported in a manner comparable to current national and state guidelines" and
recommenlded that the serx ites be direced to "to incorporate all elements of birth certifiLatt information not no%%
collected through their medical records coding into the Individual Patient Data Systems.'-

So far as can be determined at thi!, %% riting, little or nothing has been done to de, elop thil. needed data though
as Col. Redman noted, it is teasiole todo so. This isa shaneful state of affairs and the Board should exert its influence
whenever and wherever it can to remiedv the situation

Col. Redman also reported the cohort studN to be feasible and recommended that it be undertaken."
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In Retrospect
In carr% ing out tssigmnasdindin thu original chlarge to thu Subioommittueeon I Icaith MdaintuianLe, the

Board has Iollo%% ed the basic epidemiolog.c.al principle of unduax oritib to define thu population exposed to risk and
relating events of interest to that population (reating the numerator to the denominator).

Considerable progress has been madcL bx tho Serx itcs inl the understanding of this principlu and itsapplition
to the health care programt. Thue Board's rucomnmendationIs InI this area hia% e been considerablN ad% anted bN thu
re% italiiation ot thle Office of the Assistant SecrutarN of DufUnse1(, Ilualth Affairs, uinder Dr John Mvoxle), Ill, and, his
successor, Dr. William E. Ma% ur. Both ot theV indix iduals full% apprCLiate thle principle and thux hla% e endeaX ored
to make thuOffice thle focal point tor thle "population-basud hucalth ,nfornmat.on sN stem' enx isionud iw the Remington
report. As noted in tile foregoing, there is much yet to be done but the will to do it is there.

To Insure continued programs, it i% ould be desirable to improx, u commuinication bet%% eun thu Board and thu
Services in two respects:

1. Thu Board ismost eftectix e in helping to .miprox v thue health maintenance efforts. of thle Surx ices hlen it is in
a position to bring its expertise to bear inl thu "gleam inl the eye" stage of a proposal. It is at this stage that
epidemniologicail andisttisticalI concepts aru mu1st efflicently %% ox eni into the design of a proposed project or program.
As uorly as pos.sible the Board's . ormunts should be solicited %% hen proposals are put forx ard to the ASD(IlA)
officer or to the respective Offices of the Surgeons General.

2. More sx s~ematic follo)%x -tip of tile Board's recomniendations should be Instituted. Thle Executix e SecretarN
.Shoul1d be asked to determine %% hlat actionl has been taken onl thu recom'-Adat,~ns and to report to tile Board at
p~eriodic inter% als.

Paid Al. Densen

Juiie 1988

Footnotes
1. Reorganiiation memorandum of 11 /6/78.
2. Report of ad hoc Study Team for Rexviewv of Scope of PME in the Army. .AFEB 76-3, March 15, 1976.
3. Report of the Subcommittee onl Health Maintenance of the AFEB, Feb 16, 1979.
4. Recormmendations onl the Scope of the PME in the Armed Forces-, DASG-AFEB 79-3, 27 Mar 1979
3. U.5 Dept of Defense, Dept. of I Icalth, Education & Welfare, Office of Management & Budget. Report on the

Military Health Care Study, Washington, D.C. US GPO, Dec 1975
6. Memo from Dr. MLoxlex to Execixn c Secretar% AFE B regarding Rexview of Population-Based Forecasting

Models, ';Nov S0.
7. Memo to ASDtHA) and Surgeons General. Recommendation Regardingan Assessment of Population-Ba1sed

F-orecasting Models of thle Oftice of Planning and Policy% Analysis 26 Oct 1981 and Report to Board by PMO
dated September?2, 1981.

~.Letter of 9, 25, 80 tromn Dr. Woodxx ard to Dr. Griffin requesting that the latter serx e as Chairman of the Task
Force.

9. Memno to ASD(FiA) and the Surgeons General, 21 April 1983, D)Ac/G-A[FEB 83-3. Recommendations on Epi
demiological Methods in the Military Health Care D~elixvery System.

1t0. Dratt Report Diagnostic D~ata tor I eal,!, 1Panningand Policy Dex ulopmnlt IlualthlStudkitesTas--k ForceOASI)(F IA)
Burgess and Redman, June 1987.

11 . Memio from General Becker to ASD(l'A) re: Ambulatory Care lData Base. I MVay 87.
12. Recommenda tionsof the Arnbulatory Care Data Requirements Work Group, 29 Max 1987. Ms. Norma St. Clair

(Chair).
13. Memo from tDr. Mayer to AFEB regarding Readiness Relatedi Topics for AF1EB examination.
14. Board memos to IDr. Mayer onl Readiness. Dt\SG-,\I:[EB 85-1, 8.5-2, 85-1,29 October 1984.
13. Memo from Dr. May er to Assistant Scretarx CMXR.\) to Assistant to Chairman., Joint Chiefs% of Staff, 14 Mwx

1985.
10. Bac.kground Rex iexx -Womien in tile Militarx.Offic Assistant Se~retarx of lDefve (Alanpowear, Rcm'r'. fuar 5,

and Li!icws Chapter VII, p. 97, Oct 19811.
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17 Feasibility of Upgrading the Ser% ices' Maternal and Natal Statistics Reporting Systems, Col. R. A. Redman,
Health Studies Task Force OASD(HA) 10 May, 1985. (Vol I1).

18 Feasibility of a Cohort Study oil the Health Needs of Women in the Ser% ices, Col. Redman, Health Studies Task
Force OASD(HA), 15 May 1985. (Vol III).

THE CONTINUING PROBLEM OF MALARIA

In their regular reviews to the Board on the incidence of specific illnesses among military personnel,

the Preventive Medicine Officers of the three services regularly reported on the prevalence of malaria in
troops deployed to tropical areas. On 16 May 1985, Colonel Manmohan V. Ranadive, Chief of Preventive
Medicine in the Office of the Surgeon General of the Army, presented the following memorandum and
questions to the AFEB:

MEMORANDUM F-OR
EXECUTIVE SECRETARY, ARMED FORCES EPIDEMIOLOGICAL BOARD

SUBJECT Chemoprophylaxis Against Chloroquine-Resistant Malaria. Question to the Armed Forces Epidemiol-
ogical Board

BACKGROUND
I In January, 1985, the U.S.P.H.S. recommended that travelers to Chloroquine-resistant P. taltiparun (CRPF)

regions in Asia or South America take Fansidar in addition toChloroquine ONLY if thcy remained ox ernight in rural
areas (reference 1) Travelers to east and central Africa were recommended to take Fansidar and Chioroquine dUL
to the intense transmission of malaria.

2 Since Fansidar became wailable in the U. S. in 1982, 20 cases (six fatal) of severe adverse reactions including
erythema multiforme, Stevens-Johnson syndrome and toxic epidermal necrolvsis have been reported, 19 of these
cases were also taking Chloroquine weekly. In April 1985, U.S.P.H.S. revised their earlier recommendations
(reference 2) For 4hort-term travel (3 weeks or less) to CRPF-areas in Africa, only Chloroquine was recommended,
and Fansidar was to be taken ONLY if a febrile illness consistent with malaria developed while on the trip. Long-
term travel would require a careful assessment of the need forboth medications prophylactically, taking intoaccount
tile degree of exposure and the likelihood of contracting infection.

3 Malaria chemoprophylaxis vas not routinely recommended for visitors to urban centers of Asia (to include
China, Indonesia, Malaysia, thie Philippines and Thailand), or for those xx ho would have only daylight exposure to
rural areas. Individuals having considerable outdoor exposure to rural areas of Thailand, where widespread
resistanceto both Chl )quineand Fansidar has been reported, x ould requit especial evaluation. Since I thel malaria
risk in South America was primarily in rural areas and in specific urban areas only,, routine prophylaxis was not
recommended Clfloroquine prophylaxis was also recommended for tra% elers to the Indian subcontinent, Papua
New Guinea, Irian, Java, tile Solomon Islands, and Vanatu.

4 Due to the large numbers involved in a military deployment, reliability in taking medications at the
appropriate time, and limited medical care in isolated areas, the U S.P.i I.S. guidelines are not necessarily applicable
in the military setting.

QUESTIONS
I In viewof recent US I IH S guidelinesand thefact that militarN personnelonoerseadeployments willoften

be at greater risk of contracting malaria than tourists, is ChloroqUne and I'ansidar proph% laxis in combination
indicated for military members deployed in CFPF areas?

2 Since many CFIF areas are so highly endemic for vivax malaria, termin~al Primaquine prophylaxis will also
beindicated What is the best prophvlaxis schedule using the three drugs that %ill beassociated witlh the least .serious
adverse effects?

3 What precautions or medical procedures should be followed to minimize the ocurrenLe of seriousadxerse
effects from prophylactic medications?
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REFERENCES
1 Ad'xerse reactions to Fansidar and updated reimmendations for its use i pre% ention ot malaria. MM IR 33(51).

713-714. 4 January 1985.
2 Revised recommendations for pre- enting malaria in tra% elers to areas %% ith chloroquine-resistant I'lnwd:hli

falciparum. MM WR 34 (14): 185-190, 195. 12 April 1985.

During the :,pring meeting of the AFEB on 6-7 June 1985 the Subcommittee on Infections and the
Board discussed the malaria problem again and formulated the following recommendations.

MEMORANDUM FOR
THE ASSISTANT SECRETARY OF DEFENSE (HEALTH AFFAIRS)
THE SURGEON GENERAL, DEI ARTMENT OF THE ARMY
THE SURGEON GENERAL, DEPARITMENT OF THE NAVY
THE SURGEON GENERAL, DEPARTMENT OF TIE AIR FORCE

SUBJECT Interim lReconmmendations Con,.rning Chemoproph laxis of Chloroquine Resistant PlsI.modi,,i tlltll,-
rum (CRPF) Malaria

1 The Chief, Preventive Medicine, Directorate of professional Setn ices, Office of the Arm% Surgeon General,
prepared the attached background information report and specifiL questions to the Armed Forces Epidemiological
Board (AFEB) as a result of reported aderse reactions to Fansidar (MMWR 33 (51). 713-714,4 January, 1985) and
concomitant revision of the United States Public Health S.r% ice (USPI- IS) earlier recommendations MM IXR 34 (14).
185-190, 195, 12 April 1985 Centers for Disease C,,,tol, DQ-CIS, Ad,% isorv Memorandum no. 80,24 April 1985).

2. In answer to the first question, regarding whether or not Chloroquine and Fansidar in combination is
indicated for military members deployed to CRPF areas, the AFEB recognizes the differences in intensity of militar%
and civilian exposures and the multiple x ariables that might be associated %% ith such possible militar% exposure. For
these reasons, the Board bel,eves it is inappropriate at this time to recommend a !,iIg" course of attion that would
be applicable to all possible deployment scenarios. Therefore, the Board would propose that decisions concerning
malaria chemoproph% lactic regimens for deployed radix iduals and groups be based on consideration of talciparum
malaria endenmicit%, present knowledge regard ng patterns of drug resistance of falciparum para!ites in the regions,
military mission, size of forces and medical support available to these forces. Therefore, within this general
framework, the Board offers the follo%% ing interun recommended guidance predicated mainly on the.,ize' of the forces.

a. For individuals and small groups of up to tir'hel personnel, (i.e., special military
detachments), the Centers for Disease Control guidelines, as published in the Morbidity
Mid Mortality. ,eel 'ii Report. Vol. 34, No. 14, April 12, 1985, should be followed.
b. For sizeable deplovments of more than tive'h-c er:oyineI (including units of battalion size
or larger) to Chloroquine resistant Phasmodtu'n jalciparu,,u (CRI'F) areas, a development
of a blanket policy applicable to the entire force should be made, predicated on all
available information. Regimens that might be considered, depending on the respectix e
circumstances, should include-

(!) Standard Chloroquine prophylaxis plus Fansidar and terminal Chloroqu ine and
Primaquine.

(2) Standard Chloroquine prophylaxis plus Mefloquine and terminal Chloroquine
and Primaquine.

3 With regards to the best prophN laxis schedule in CRI'F areas %% hich are Nighll endemic tor x ix ax malaria, the
Board makes the following observations:

l'ansidar proph% la\is, in a regimen %% ith Chloroquine and Primaquin., I Il be associated %x ith hemolyti.
reactions in those per.sons with Glucose--Pho-sphate Dehydrogenase (Gl'I) enzy me deficiency. rhi.-, ri..k,

221

Ma~tlria



In -Irined Forte- Erdent'ieulo'-it.i Mundri

hlo%%te er, miust bie% iexx ed ill the .ontext that % ix ax mialaria t.0otintues tobe thle mostuninion formn 01 malaria atiquired
bmltar% personnel. -1 hie disease, although mild, relati el% speaking, max remuxn e the indi% idul1 trom dut% for up

to fix C to 5vx eni dax s. Thus, thle expense of !hospitalization of these lmdix iduals, Loupled %% ith the important risk that
the di!s'asi potelltiall% ina% nut bertgie %6 la rriiapIt sicians, adds to the disease mnorbiditx

Therefore, viewed in the Context of benefit and associated risk, the Board recommends that.

a. Based onl recognized epidemniologkcal factors, Fansidar should be continued for one
week after leaving the country The combiniaion of Chioroquinec (300) mg) and Pri-
maquine (4-3 m~g should be combined for a total of eight weeks., one tablet per week.
b Mlefloqu ine appears to show grea t promise as a therapeu tic and prophylactic agent inl
thle treatment of malaria, particularl% in CRPF areas. Additional valuable experimental
data can be obtained b% oing itinL i bination with Clolroqiiein regionis where CRPF-
and Fansidar-resistance are present. Recommended experimental dosayo shiould be 180
mig weekly, so as to obtain adequate perspective data. This drug s~. dbe highly
prioritized in its approvaland certification bythieFoo~d and! Drug Administration (FDA).
Further, thle FDA needs to bermade aware of its identification as an important alternatix C

dIrug for civilian personnel presently receiving Fansidlar.

4 With regards to pre, autions and medical procedures% to be follox ed soas to minmmmi/e the ot.L~urrenceof seriotis
adx erse effects fromn proph~ lactic antimnalarial meditations, the Board prox ides thle folloxxing guldanse and
recommendations:

a. Adverse effects utilizing Fansidar prophylaxis can be minimized through d issemnina-
tion of information to all medical personnel as to thle -ignificance of a generalilzed rash
and thle d'anger of continuing this drug if the rash is considered to be drog-induced.
Commanders of all units uinder Fansidar p.rophylaxis should be advised as to the
importance of having any members of their cmirrand exhibiting generalized rash seen
by medical personnel.
b. Individuals receiving terminal Primiaquine therapy should be advised as to thle
possible side effects of the mnedication (i.e., dark urine suggesting hemolvsis) and the
need to promptly seek medical attention. GOPD testing would be I highlylI desirable so
as to provide the opportunity to give necessar% warning to those xvho are at highest risk
of Primaquine-induced hemolysis.
c. Data collection concerning attack rates after termination of Chlorotquine chemlopro-
phvylaxis andi the severity of illness among those wvho dev-elop the disease would be
helpful in deciding whether Primaquine treatment is necessary. The United States Public
Health Service could obtain this data from cixvilian travelers.

FOR THE ARMED FORCES EPIDEMIOLOGICAL BOARD

Theodole E. l~odiard, M.D.. President, AFI13

Ro!vrl E. .Vkolcei'kA. Colonel, USAF, BSC , Executive Secretary

REFERENCES
1. Pearlman. IL J., et al.. ChiemosuppreSix L field trials in Thailand. IV. The suppres-sion of I'aqwrI!i atian

and 1Pa lodwdmum Zvwa.x parasitemias bx% Mefloquine. (IVR 142.,490,. A 4-Quinoline Methanol). - m. 1. Trop. Med.
I1X . 29: 1131-1137, 1980.

2 Dixon, K. F., Pitaktong. U., Phintu~ othin, A.. Clinic-al trial of Mefloqumne in the treatment tit Pla'mnNhuyl *,I
mnalaria. Am. 1. Trop. AMcd, I ug. 34: 435-437, 1985.

i. World I Icalth Organization. Adx aiwcs in Malaria Chemotherap . Tt-:. Rev, Sfr. i984. 711, I 10 C.eneta.
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THE BOARD'S ROLE IN ASSISTING THE MILITARY
TO DEFINE iTS POLICY REGARDING

ACQUIRED IMMUNODEFICIENCY SYNDROME
AND EXPOSURE TO HUMAN T-LYMPHOTROPIC VIRUS TYPE III

During his tenure as Ewcutive Secretar%, Colvnel Robert.\ikolcws.ki often reminded me that the
Board needed an important ntic% issue to enhance its image. The problems of acquired aniunodefiLCaenc
syn-idrome c(AIDS) anidhumn ~Til-lvmphotropic. irs type Ill10 IT[-N--l ) filled that need. At the end of tne
Bioard's 6 Julitte 1985 meting, %% hen new business %%. as discussed. Lt. Colonel John I lerbiold. L-SAF, then
in thle Office of I It-alth Affairs, asked, out of the blue, "What dot-N the Board ha% e to retomnmend for the
militarv regarding AID5?" W~hat a question! %V-! thought that %-e had escaped any difficult or
controversial problems to consider as action items at this mneeting: I %%as the Pres-ident of thle Boiard at that
time, and I advised Dr. I lerblAd that the Board did not respnd to % erbal reclt.ests, and that all such
querics s-hould be submitted in %%riting through thle proper,. hannels. That ason b June 1985. Xe% er has
the svstem witnessed such rapid transit of a set of pro; ocative questions-. tile% reachied the AFEB otfic-e
from thle Office of I lealth Affairs on 10 June 1983-a record. The me~morandum for the &%ard. dated 10
June 1485, from J. Jarrett Clinton. NM.D.. Depuity Assistant Secretary of [Defense, follows:

SUBJECT: 1 ITIX-I1l Antibody Pi'sitivitv

As intriwdute i at the jtne 6 meetinizofthe Subtxommittee tn IiesControl. ruiest the Boaird aidre-.- the Isu
of thle public health significance of I ITIN-Ill antiixxiv psitivitv-

Specifitalh, %% hat guidanme ~an the Board prot idi. regarding the appropriate implementation oft pulvi.- health
%urv-eiilan can .d tio~rol mcasure!' Gicn the spread '1f 1 ITI.\-III intec.tion t'-utsidt pre% tou-.l identifi. ed high-ruk
group%, what studie- 'hotild the 'er% ac'ondiid and L% hat data %hould be gzathered to better deome the natural
historx of and poitential militan, importance of this intfectious agent an adite-duth populations?' (.znen the
comprehensi% c health care!.% stem of the Armed F'orkxs.a do -d si stent.lum~mighto .our Ltoncerns and aprproachest
differ Itom those (if the civilian sector?

Your (osdrd eieaiof this critical issue is requested.

The A~ FEB has traditionally responded expeditiousl. %% lien majo r Lia.althprbesn ov'otth

miilitalr% and the public. Accordingly, a special meeting of the Bxord-!m Subcommnittee oin Infetctious-
lDisea-.es 1-as convenled at WRAIR on () Auigus-t 1985. The offices of I Icalth Affairs and the respecti% e
Sur-keon% General were bombardecd with comments and questions from all sore.Thesew offites -aerv
Soonl 'pred the nuisance of so many inquirie, wh len thle %%ord gtout that the AFEB was to dirett itb
attentionto AIDS--. Neither Colonel \ikole%% ski nor I nor our secrectaries ;ogged the number t.of ls, but
they .%ere numnerous. I leads of '.arious la% groups, ga% rights group, and thle press called. The Boardi
receiv-eddq$:mands for aliotations of speaking tira-s and platcment oin the agenda of tile penlding August

meeing Th Bards metigsarc b~ la~ ope sesios-I asurd te eadof he a~rights nim' ement
that he would rec..'ive agenda time, I asked him to limit his discussion to one-half hiour. and to limit thte
number of persons who would attend thle meeting %%ith him becauise spate %%a, limited. W~e ga% e no
'specific ans-xers ito questions. and thae calls, %%ere finall% di% crted to thle prope-r pubhct reLations officer at
thle Department oif D~efense. There were nianvdisruptions, but 0 August soon arri- ed.
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I awakened with the chickens that morning, got an early start from Baltimore in oder to beat the
beltway traffic, and ai rived at WRAIR at 0730, w ell ahead of the meeting. Outside the meeting room were
two large and impressive military guards. Unaware as to why they, 2re there, I had them relocated to
another floor. I thought that those attending the meeting, particularly the press, might have adverse
reactions to seeing armed guards. It was not clear in ad% ance %N hether the meeting would be orderly and
informative or disorderly and controversial, since the pubh., thiough the press, wa, polarized at this
time. Soon Conference Room 3092 was packed-a record-with extra chairs and standing room only.

The agenda for that meeting follows, and the roster of Board member ,, military personnel, invited
guests, and press representation is on page 225. (To my knowledge, this was the first time that the press
had ever attended a mt.eting of the AFEB.)

AGENDA

ARMED FORCES EPIDEMIOLOGICAL BOARD
TASK FORCE ON HTLV-111 ANTIBODY POSITIVITY
WALTER REED ARMY INSTITUTE OF RESEARCH

9 August 1985

0900-0915 Welcome, Introduction of Members and Visiting Consultants
Dr. Th,'odore Woodward

0915-1000 Military Medical Issues Regarding I ITLV-III-LAV Disease
Col. Edward Traont, USA, MC

1000-1030 presentation, National Gay Task Force
Jeffrey Levi
Mathilde Krim

1030-1045 Department of Defense Blood Bank Program
LI. Col. Tony Polk, USA, MSC

1045-1145 Preventive Medicine Officers' Report

Col Manioiha Ranadwe, LISA, MC
Lt. Col (P) Ernest TaKafiji, USA, MC
Capt. IWVlhain B Mahaffezj, MC, lSN
CI. Alfied K. Cheng, USAF, MC

Comments
l~t Col Iherbcld

1145 Discussion
D?. Theodote E. Wotdward

The meeting %, as orderly. Colonel Edmund Tramont reviewed the current knowledge regarding
AIDS. Mr. Jeffrey Levi, Director of the National Gay Task Force, raised the human rights issues of
confidentiality and ethical practices. I informed Mr. Levi that the AFEB comprised some of the most
ethical and well-informed scientists, epidemiologists, and clinicians it this country, and that questions
and recommendations would be directed toward protecting the individual. ie was assured that the
Board's recommncndation, would be in the best interests of both the military and the public

The meeting's main purpose was fulfilled by pro% iding important information on the effectivt ness
and limits of f ITLV-ll antibody testing and clarifications of problems relating to the protection of the
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blood supply. Clinical descriptions of the disease syndrome, the mean,, of classifying phases of the AIDS
spectrum, the incidence of the disea, e, the known methods of spread of thle virus, and the current and
anticipated incidences were also elucidated.

Another principal function of the meeting was to aiay the suspiicion, mnisi nforma tion, and incrimi-
nation which seemed to have polarized the public. The -1-age was set for the Board to gather its data, to
crystallize its understanding of thle problem,a an] to fulfill its mnission at its fall meeting, planned for 11-13
September 1985. At this mneeting, various other age itenM, would be discussed, a nd the Board's final
recommendations regarding thle AIDS problem w id be formulated.

Roster of Participants

9 Augurt

AFEB Monbei,s:
Theodore F. Woodwvard, M.D Board P'resident
William S Jordan, Jr , M0 1) Board Member
William R. I larin, M D Board Member
Frank M. Towvnsend, M.D) Board Member
Samuel D. Thompson, Phi) Board Consultant
Robert F. Njkolewvski, COL, USAF, BSC Exeo.'tive Secretary
Robert A. Wells, COL, USA, MSC Executive Secretary (Designate)

Invited Consulrtanrts:
Abram S. Benenson, M.D San Diego State University
Saul Krugman, M.D Newv York University Medical Center

AhM Atti ndzfkg.
Thomas M. Geer, GB, USA, MC Director, Professional Services, I)ASG
Philip K. Russell, BG, USA, MC Commander, Fitzsimmons Army Medical Center
Harold Jaffe, I D. Centers for Disease Control

AIDS Section, Epidemiology and Treatment
Roger D~odd, M.D). American Red Cross Laboratory, Bethesda
Hlarry W Haverkos, MI D. National Institutes of Health
Jim Hill, Ph.D. National Institute,, of I Icalth (representing Dr Fauc- I
Alfred J S~iah, M.D) National Institutes of Health
Manmohian Ranadive, COL, USA, MC Preventive Medicine Officer, USA
Ernest Takafuji, LTC(i'), USA, MC Disease Control Consultant (DASG)
Willian- B. Mahaffey, CAI'T, MC, USN Preventive Medicine Officer, USN
Alfred K Chieng, CCIL, USAF, MC I'reventrvelMedicine Officer, USAF
Edmund C Trramiont, COL, USA, MC Chiet of Microbiology, WRAIR
A J I'oM:., LTC, USA,,MSC D~epartment of Defense Blood Program
T R Cuthibert, CCIL, USA Office Secretary of Defense (MRA&L)
John R Hierbold, LTC, USAF, BSC I lealth Affairs
Michael Murphv, LTC, USA P'ublic Relations, Department of Ar my

Dave Russell, IviAJ, USA Public Relations Office, Cluef of Public A V
Department (of the Army

Tansill Johnson l'ublic Relations, DASG
Jeffrey Levi National Gay Task Forc.
Mathilde Krinm National Gay T ask Fo. .e

Reporters Representing the Following:

Arli Times, The Ni'o' Yrkr T'i, Clironi It, Briyadi asin , Pit.pilin, 'Tile W1a'Iing~troin~n~ l Ailo it. 1ika~iiL -ol i, "he
Washmrntoiz Poist, LI S. Medicine, and The WaqhigIn Blade.

T'rior to the Septeurber meeting, the Derrnent of the Arrm, on 19r Aulgl'st 1985, and the Dep'.rt 1 1"wn
of Defense's Office of H-lith Affairs, on () Seniemlier 1985, hiat preseilo-. .1.ific nici-nora-da .i-01

questions for tile Board's consiciallion. These qtmrst:otm, proviciod a sti utur( lor thi Roa .r ie -ponsie,
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particularly after thle current knowledge of AIDS had been been clarified and discussed. These new

memoranda, and, the agenda and attendance roster for the 11-13 September meeting, follow:

MEMORANDUM FOR THE ARMED FORCES EPIDEMIOLOGICAL BOARD

SUBJECT. Questions for the Armed Forces EpidemniologiLal Board on HTIA'-lll Infections in the Mlilitar%

1. At tile recent meeting of thle Armed Forces Epidemiological Board (AFEB) Subcommittee on Infectious
D~iseases held on 9 August 198-3, the respectix e services %N ere requested. bx Dr. Theodore Woodxx ard, Chairman of
the AFEB, to ,ubmit specific questions pertaining to HTL\ III infections and AIDS to thle Board that could be

addressed at its September meeting.
2. In response to that request, the following questions are provided:

a. Base,,d onl current lex el Of understanding, %% hat is the significance of a positixe W\estern blot-confirmed
antibody test for HTLV-lll infection?

b Are indix iduals i% ho are antibodl -positix eat increased risk of having more -se% ere reactions to lix ex %irus

vaccines? What wvould their immunological response be to live and killed vacne'
c. With thle requirement to continue vaccinating mnilitar members against smallpox, is routine HTLV-III

antibod% streening ot basic trainees (and other nex entranL into thle militar ) prior to receix Ing smallpox %xaccine
medically justified? Should prior screening be performed before administration of an other li% e %xirus % acines'

d. Should the Arm% be In% ol% ed in the colleciion of med ik.il data anm! the conduct of epidemiological studies
on HTLV-111 infections?

3. Your assistance wvith these difficult questions is greatly appreciated.

FOR THE SURGEON GENERAL:

Ernest T. 7Takafzuji, A! D., Lt Colonel, MC
for:
A'aniohnn V. Ranadi - NIM.D.
Cclonel,.MC, Chipi. !'reven'ivelMedicine Coim-ultants Dicision

MEMORAND)UM FOR THE ARMED FORCES EPiDEMIOLOGIC AL BOARC

SUBJECT- IFI [LX-lI Antibodv Positivitv

In our june 10,. 11/8i& memorandum to the Armed VorLeS _.pidemmuog,.al Board, %%,, req~ tested adx ice onl broad
public health isstiesot ITLV-Ill antibody positix It% InI thl,. ifary. \ our specific attent,on to thiefollox ing questiolNs
in the conte .d of thle original request %% Ill assist this office in the dicxelopment of policy guidelines.

I. Should per,;.,nnel on active dluty be screened for l-ITLV-111 antibody?
2 k% baL AtLp sihouid be taken %% ith espett to act- e dulty personnfll xx ho screen confirmed positive for HrIX-

Iantibvoun?
3 mno1kuld (Y-u.rnied ri~llaitby P_,iv in,;ix dua!s. identi, 2d through screening of potential actite

duty acc-so,ions, be perrrnttod to ')in theoiliitarv servicez?
4 W~hat public hQAlth Iisk does a tofrni ITViintibodN positix e indix idual pose in the military

operational seiting?
WVhat' public health revk ~ contlmej 1 Il %i -Ill amtibud% p~sitix e ndi idual pose in thle military

community setting?

i lam re! uilnl &I D
Deputy Assiqtant 'Ge:ctarv [of I )fensel I i ot . ssioimal Aff,.' s, & Quailt- Assu ranlce)
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AGEND'%

ARMED FORCES EPIDEMIOLOGICAL BOARD
(CLOSED MEETING)
McCORMICK FACILITY, PARSON'S ISLAND, MARYLAND

Wednesday, 11 September 1985

1300-1700 Sele.t lmmurnodeficiencv !lsea.es
Letter QuestIons OS)(HA)

Acquired Immunodeficiency Syndrome
l.etter Question: Preventive Medicine Consultanits Division

(DA-OTSG)
Acquired Immunodeticiency Syndrome

L.etter Question Commander, Naval Medical Comnmand
Asplenic Individuals

Thursday, 12 September 1985

0830-4)845 Armed Forces Medical Intelligence Center Current Update
Capt Finnegan, LISA, MSC

"845-1200 Select Immunodeficiency Diseases (Continued)

1300-1345 Germ Cell Tumors of the Testicle Among Aircraft Repairmen
It Cindr A M Ducatinan, MC, USNR

1345-1410 Questions

1400-1445 Review of the U. S Army Ambulatory Care Data Base
I.t. Cot Fred Cecere, LISA, MC
I.t Ci Terr/ Msener, USN, MC

1445-1500 Questions

1500-1601) Preventive Medicine Officer Reports
CoI Ranatdwc. USA, MC
Col Cheng, USAF MC
Capt Malhaffey, IJSN, MC
COd Stockwell, USCG

Special Award to Colonel Robert Nikolewski

Friday, 13 September 1985

0800-11(1(1 Overview and Sumniary
1)i 7 hodore IWoodwaid

Presentation to l)r William 1 Mayer and Dr. J Jarrett Clinton
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Thet Arinnd Fores. Epit ,iitlog~ical Board

Roster of Participants Capt. Douglas M. Stetson. MC,USMC
Col Edmund C Trarnont, MC, USi\

12 September James R Allen, M D

AFEB Members: 1 etme
Paul M. Densen, D.S-. 1 etme
Carol J. Johns, M.D A FEB Mendiers:
Wiliiain S. Jordan, Jr., M.D). Theodore E Woodwvard, MIv D.
Richard Hcrnick, M D. Frank ~ownsend, M.D
Samuel Thompson, Ph.D Abram S. Benienson, M.D
Saul Krugman, M.D. Samuel Thompson, Pht D
Theodore E. Woodward, M.D. Richard H-ornick, M D
Abram S Benenson, M.D. William S. Jordan, Jr., M.D

AFER Staff Carol J. Johni,, Mi D
Lt. Cot Robert A. Wells, Ph.D., MSC, USA llnim R.uirlan-M.D
Col. Robert F Nikolewski, BSC, USAFWilaR.1tanMD

Jea 11Wad, ACSenior Dot) Staff and R, )resenitatwve of thet Sur~eon Genewrai-
Mit itart Previentive Medicinet Officers and DoD Staff Williamn Mayer, M.D.
Col. Alfred K. Cheng, MC, USAF Jarrett Clinton, M.D
Col Robert G Self, MC, USAF Maj Gen Monte B Miller, MC, USAF
Lt. Col. John H-erbold, BSC, USAF
Capt Wijljam B. Mahaffey, MC, USN EBSaf
Col Manmohan Ranadive, MC, USA L~t. Col. Robert A. Wells. MSC, USA
Capt. Vernon D. Schmnshi, MSC, USN Col. Robert Nikolewski, BSC, USAF
Cdr. John R Stockwell, USPHS jean P'. Ward, DAC

Atte'nde'es:
Lt. Col. Fred A. Cecere, MC, USA Military~ I're'entiv Medicine Officers and DoD Staff.
Col Richard N. Miller, MC, USA Col. Alfred K Cheng, MC, USAF
Lt. Coi Terry R Mis;ener, ANC, USA Col. Manmohan Ranadive, MC, USA
Capt. Kenne'th F. Wagner, MC, USN Capt William Mahaffee, MC, USN
Lt. Col George E. Crawford, MC, USAF LA Col. John R. Herbold, BSC, USAF
Col. William Hl. Bancroft, MC, USA Col. Robert G. Self, MC, USAF
Lt. Col. Frnest Takafuji, MC, USA Cdr. John R. Stockwell, USPHS
Col. Thomas E. Bowen, MC, USA
ILt. Cdr. Alan M. Ducatman, MC, USN Attendees:
IAt. Cot. Donald Burk Cdr. Mark L. Dembert, MC, USN
Capt. john McNeil, MC, USA Lt. Cdr. Alan M. Ducatman, MC, USNR
Capt. Mark S Davis, MC, USN Cdr. Mark S. Davis, MC, USN
,Mz.. John F. Brundage, MC, USA (A. Col. James W. Kirkpatrick, MC, USA
MaJ. Benedict M Diniega, MC, USA Lt. Col. Terry R. IMisener, ANC, USA
Capt. Jeffrey. D Gunzenhauser, MC, USN Lt. Col. Fred A. Cecere. MC, USA
Maj. Robert R Redfield; MC, USA James R. Allen, M.D.
Col William 14 Wolte, MC, USAF Lt. Col. George Crawford, UC, USAF
Lt. Col. James W Kirkpatrick, MC, USA Col. Willim I I Wolfe, MC, USAF

The Board Formulates Its Resolutions on AIDS

Further discussions were held during evening sessions. Specific answers and recommendations to
the questions relating to AIDS were formulated. On thle morning of 13 September, Dr. William E. Mayer,
Assistant Secretary of Defense for I lealth Affairs, and his Deputy, Dr. J. Jarrett Clinton, arrived at Parson's
[.sland by helicopter. I presented the Board's answers to their specific questions and our reconmcnda-
tions to Dr. Mayer. Ile commented, after expressing his thanks, "We can live with that." Thle final report
was presented to tile Office of I lealth Affairs and the respecti-, e Surgeons General onl 17 S'2,ptember 1985,
and follows:
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MEMORANDUM FOR
THE ASSISTANT SECRETARY OF DEFENSE (HEALTH AFFAIRS)
THE SURGEON GENERAL, DEPARTMENT OF THE ARMY
THE SURGEON GENERAL, DEPARTMENT OF THE NAVY
THE SURGEON GENERAL, DEPARTMENT OF THE AIR FORCE

SUBJECT: Human T-Lymphotrophic Virus Type III (HTLV-III) Antibody Positivity

1 At the request of the Assistant Secretary of Defense, Health Affairs, the Armed Forces Epidemiological Board
(AFEB) members, consultants and respectix e military medical ser% ice representatil es met I I through 13 September
1985 to consider a set of questions on the above subject (Enclosures 1 and 2).

2 The AFEB traditionally has conceived its mission to be that of rtndering ad ice to the end of ensuring the
maintenance of a healthy, effective military service i% hich is ready at all times for rapid deployment. It beheves that
HT LV-III infections should be addressed in the militar services as any other intectious or contagious disease. In this
regard it is noteworthy that its similarities to hepatitis B are striking in many respects. The primary objective ot the
Board must be to protect the health of the mdi% idual and simultaneously to pre% ent the spread of infection to other
personnel within the Armed Forces.

3 The Board makes its recommendations relevant to HTLV-llI antibody positivity in the light of its evviuation
of the current state of knowledge of this complex disease. The Board is well aware of the present threat and ot the
potential for greater threat based on the comprehensi e assessment of sex cral factors to include. (a) the risks to the
infected individual incident to military service, (1i) the risk of transmission ot illness to non-infected personnel, (c)
the impact of infected individuals on the function of their unit, and 61) the safety of the blood supply.

4 The recommendations of the Board mayv be subject to change at such time as the natural history of HTLV-l11
infection become,, more clear Under these conditions, pertinent and longitudinal studies Nxould be appropriate.
Under ideal circumstances the screening of all active duty military personnel for HTLV-III antibody and hepatit s
B antigen could be advisable Howe% er, such screening is unnecessary based on information currently available
relative to the threat of illness to others or the limitations of personnel to perform their duties. Moreover, the prospect
of screening all active military members for HTLV-III antibody at this time is not envisioned as feasibl-not only
because of the logistical and economical requirements, but especially be,.ause of the limited availabilty of trained
personnel and medical resources. The qualifying criterion is simpl. that it is unknown xx hether an individual with
HTLV-III will progress to active illness. Future studies of the natural history of the syndrome should help clarify this
important matter.

5 Based on a thorough review of available information and subsequent discussion, the Board makes the
following recommendations:

a All active duty personnel pending reassignment to overseas permanent duty stations
should be screened for the presence of HTLV-IlI antibody. If these individuals are found
to be positive by ELISA and by an appropriate confirmatory test, the service member
should be medically evaluated to determine the status of his or her infection
This is appropriate to allow identification of thoseat high risk for progression of infection
and at high risk from exotic diseases before an extended overseas tour.
b- Individuals who are antibody positive but manifest no evidence of progressive clinical
illness or immunological deficiency may be considered for worldwide duty. All
antibody positive persons should receive a comprehensive and immunological evalu-
ation at least annually. They should be counseled on risks of transmission and be
designated as blood-donor ineligible. Military personnel with progressive clinical
illness or immunological compromise should be referred to a medical evaluation board
for a determination of fitness for worldwide duty.
c New candidates for active duty identified as iTIV-Ill antibody positive (two LISA
and confirmatory tests) at the time of induction will be rejected from military servie. The
candidate wil! be advised to consult his or her personal physician.
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This judgment is based on the possibliltx that such antibody po.sitix e persons max Ilax e an increased potential
to dc% clop the Acquired Immune DeficiencN Sy ndromc-particularly x hen they are gix cn required lix V biologic
N accires, %% hen theN are exposed to or are infected with agents suh as the Pl&-imodui of malaria or are subjected to
other biological or ph sical stresses. It is concex able that future testing and medical e aluation max shox that
mdin iduals %% ith positix e antibod% alone ma% be health and therefore should not be Ultimatelx prcluded from
consideration for military service.

0. Current ex idence indlcates that HTILV-IllI is transmitted to others by blood transfusion from an infected
person by the injection of infected blood products ,r by intimate contact with an infected person. The risk of
transmission of HTLV-III is not completelN understood and requires further ealuation Hoxteer, da%-to-da
association %x ith infected persons b% close household contads does not pose a threat to the uninfecded individuals
There are hundreds of instances xx here adults or children I ing %x ith persons %x ith AIDS or psltl e for HTIV-Ill
antibodx have themselx es failed to become infected or antibody positix e. The same situation has been obser ed
regarding medical contacts %% ith knox n patients. Moreo er, health professionals %x ho hax e experienced needle
puncture xx ith need!es contaminated %% ith materials from AIDS patients hax e x ery rarely de eloped illness or
serologic ex idence of infection. Specifically, only one such case has been reported at present. The Board, therefore,
makes the following recommendation relative to military operational settings:

Environmental contacts in military operational settings such as tanks, submarines, and
aircraft are not regarded as significant risks for infection by HTLV-III. In accordance with
United States Public Health Service recommendations, personnel who are -IBGa and/
or ITLV-111 antibody positive should be designated as unsuitable as blood donors.

7. Although generally there is no perceptible risk of transmission by non-sexual person-to-ptrson contact, there
are other concerns xx hich are relex ant x ithin the militar% /commumty setting. The following recommendations by
the Board are intended to address these issue-

a. Service planning on contingency blood samples should take the potential for HTLV-
III infection into account. The periodic screening of all military personnel is not
recommended due to excessive screening costs weighed against low risk and the
inability to ensure the absence of infectixity by random testing However, the Board
recommends that donated blood be screened to detect HTLV-111 antibody and Hepatitis-
B antigen wherever a significant number of blood units are to be processed.
b Although personnel ponding overseas assift ent are recommended for the highest
screening priority, those currently serving at ami overseas duty station may also be
candidates for screening. Such screening should be accomplished in a prioritized
fashion, with the highest priority to those assigned at locations with a high risk of
endemic disease or with minimal medical capability.
c. The Board recommends that additional education be provided on techniques to
minimize the transmission of this infection in order to reduce unfounded fears regarding
the etiology and epidemiology of the disease.

FOR THE ARMED FORCES EPIDEMIOLOGICAL BOARD

Theodore E. Woodivard, M.D
President, AFEB

Robertl Wlls. A Ph.D.
It. Colonel (P), USA, MSC
Executive Secretary
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The Secretary of Defense Establishes Policy

Acting without delay, Secretary of Defense Caspar W. Weinberger transmitted tile following
memorandum and policy procedures, dated 24 October 1985:

MEMORANDUM FOR
SECRETARIES OF THF MILITARY DEI'ARTMENTS
CHAIRMAN, JOINT CHIEFS OF STAFF
ASSISTANT SECRETARY OF DEFENSE (FM&P)
ASSISTANT SECRETARY OF DEFENSE (RA)
ASSISTANT S-CRETARY OF DEFENSE (PA)
ASSISTANT SECRETARY OF DEFENSE (HA)
ASSISTANT SECRETARY O: DEFENSE (LA)
GENERAL COUNSEL

SUBJECT Policx on Identification, Surt cillance, and Disposition ot Militar Personnel Infected xx ith I luman T-
Lymphotropic Virus Type III (HTLV-IIl)

The following polic is established relatix e to ifection or miltary members ith Iluman T-L mphotropic Virus
T% pe Ill (HTLV-lll) This initial policx is intended to reflect current knox ledge regarding the natural list,)r% ot this
disease, the risks to the infected mdix idual incident to nulitar serx ice, the risk of transmission of disease to
noninfected personnel, theeffect of infected radix idualson the functionof the unit, and thesafety of the biood suppl% .
These policies arc adopted as interim guidance i hich shall be rex icxed % ithin one y ear. This re% iex shall assess
dexelopment,, in the medical management of HTLV-lII Infections, information obtained through longitudinal
epidemiologic studie, of the natural histor% of HTI.-Ill infeCtLion, and the effect., of this interim guidance on force
management- Appropriate changes to DOD directi% es shall be pronuigated within 30 day s of the .onclusion of tls
review.

A. Accession
Applicants tor enlisted serx ice shall be screened for exposure to HTIV-Ill at the Militar% Entrance Processing

Station or the initial points of entry to militar serx ice Candidates for officer serx i,.e shall be screened tor exposure
to HTI_-III during their pre-appointment of pre-contracting phn:ic.al examinations. Indnx iduals confirmed as
HTI.V II antibovdy pos,,itx e (Food and Drug Administration-appro ed enzyme inmunoassa% (EIA serologic test
and, if positive, a positi% e immunoelectrophoresis test (Western blot) are not eligible for mlitarx serx ice. The
rationale for this policy is Ithat.l

* the condition existed prior to service,
*the Department ax oids potential medical costs and the pissibilht% that the mdix idual shall not complete his or

her service commitment,
eclinical ex idence indicates that pre-AIDS patients ma% suffer adx erse and potentiall% life-threatening rea.tions

to some live virus immunizations administered at basic training,
*an antibody po,,itive rdix dual is not able to part.cipate in battlefield blood donor acti ities or other blood

donation programs, and
*presentlv, there is no xx ax to differentiate betx een antibody positixe mdix idual- %% ho %% ill progress to clncal

disease and antibody positive individuals who will remain healthy.

B. Disease Surveillance
I Active dutx and reser.e component military personnel shall be screened tor the presence ot FtTIN-IIl

antibody. Generally, implementation should be in the following priority order:

*individualk serx Ing in. or subject to deplo% ment on 4hort notic, to areas of the x% orld .% ith a hmgh risk tit endenimc
disease or with minimal existing medical capabiht,
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"*IIdix IdLs smr Iig in, or pendiing assignment to, I ll other ox erseds permanent dtt stationl,
" Individuals serving Ii units subject to deploymzent overseas,
other ix iduals or Units deemied appropriate bx the respecti e mnilitarx de~partmenUt suchLI as melldical pursoninel

imohed in the care Of I IlAX- Ill intectious patients, all remaining mdix iduals. in conjunction xx ith rout Inel%
scheduled periodic ph% sical exanmations
2. Indix '.duiis xx hot are cLontirmed to be antibodx positix v shall be neic~iallx Vk alulated to determine the st~atus

ot their intection and thle Potential ad% e~rse LOnse'quuncs ito thek indix idual ot serx in,, in a particular geograpicl
region. [heit Assistant Secvrutar% ( ilealth A ftairs) shiall ocn en Tri-Smr i~c medica xx Ior~ing group to diex elop a
standardized linical protocol to ensure consistent cx aluation and staging of Lachi patient at all mlilitar% mnedical
treatment facilities.

3. T ie meudical a'se!snlvnt ot each exposure to and, or ease of I ITIA'-lll Infection shall inc~lude an epidemiol-
ogIL1 asSsment 01 the potential transmaiss-ion of IlIl IA -111 to J.ost: personal contacts and familx of the patie.nt This
intormation is, x ital to prox ide appropriate prex entixe meldicLine counseling and to thle -onitinlued Liex vlopnient of
Sc ientihillx based intormnation regardni. thet natural historx and tranismission pattern of I ITIN-lll Therefore, thle
ocetirrence ofI ITI\ -1ll in~tCtion shall not be used as a basis tor punitix e action against anl ix idual.

4 Lach militarx mdclsrichalodutnoncicexaatnsfahatbdxpositkix ndix idual's
health s tatus ait least 1annu.allN, prox ide appropriate prcx enltix C miedicine: coun _Iing to imix idual patienits, prox ide
public. health education materials to thck beneiarN population,conducikkt long1itudinal lstudicsl, and prepare internal
reports to facilitate timelx' rex iexv and reassessment of current policy guidelines

C. Re'tent ion
1. Indix iduals t% hot are anitibod\ positix e but mani11fest nok cx idenie of progressixv L linical illneiss or immu nol-

ogicaIldetlicene ikjbased onl phx% sical aind laborator\ seset eostaino blt to respond to immuniza-
.tions, and abilitx to mount a protectixe Immune response to 111immuiZations or exposure to naturallx occurring
pathlogensI il hal be reta ied. The -Serx ice Set.retaries, in order to protec.t thle hecalth and safet% of aiecdindividuals
and ot other militarx persons, mnax limit assignment of suchi idix iduals %x ith respect to the nature and location of
thle dluties performed in accordance withi operational requirements;.

2. All antibod% pL'sitix C pe~rsons sh~all rCeix a comlprehensix c clinical and immunological C\ aluationl at least
auaIx. Lch mdix1 idual Shall bit counseled onl the risks. Of disease transm'lissionl, methiocF of prevention, and

informed that they are ieiixible to donate blood.

D. Separation
I. Idixiduls x hotir inrcte xxi HITL--llanid clenlonstrate prog ressix eclinlical illness shall be referred for

miedhil ex aluaion0 tora determination of fitness forLontinued ser iceii cordanlcxx iti, *itle 10 United StatesCode
Section 120 1, et seq.

2. Indix iduals xx ho are intected xx th I ITLV-lll and are fcwind not tolhave complied xx ithi preventix enmeciicine
counseling tor indix iciual patients mla be separated for thle convenience of the Government.

3. Separation tor the convenience ol the Gox erment or for misconduct based upon exidence other than I ITLV-
Ill infection i6 unaffected by th~is policy memnorandumn.

E. Safety oif the Blood Supyplti
1)01 iflitar% Blood Program Ottice polices and Food and D~rug Administration guidelines shall be followxed

b% the Militar Departmients' Biood Programis ao b cix itian blood agencies collecting blood on miilitar\ installa-
tions. In the t:x ent that units ot blood shall not be scened for Infectious agents prior to transfu!sion (tontingenc,
or battletield situations), thle DOD Militar\ Blood Program Office In Coordination \x ith the %lilitar% D~epartments
shall prox ide guidance to operational units to ensure that potential donors hav-e been screened

F. Limitations on the Use o 'f Infornmationi
1. Results obtained tromn laborator% tests for I rrlN-ml performedL unader this memorandum and information

concering personal drug USe Or con1sensual sexual ac ti disclosed b\ a Serx ice mnb-,r as part ot an epidemiol-
Ogical assessmient under tist- memorandum ma% not bie used against thle Svrx ic member in actions under thle
Lnitori L-ode ot NMil.tair% Justice, i a [.tile of Dut% determination, or onl thle issue Of charak teri/ation in, separation
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pro.cdlig iud~i irtorrmation inax noit be used as the basis, for sevparationi ot the setrxk n ni ber -te~pt fur (a)
seo.parationi based uiponi phx.siL. I disabilitx , or (b) stLparationi tor thle LOWX CIILItike Ot the GQx vrnnk int afttr a hevaring
betore a boa rd of off it ers anrd approx Il bx the Seiretarx or anl Assistan[t Se&retarx of the Surx it. onkcrtivd.

2. The limitations in paragraph R.I do not apply to:
-a) [h introduetion of ex idenxe tor inipeadchmenit or rebuittalI purpo~vcs ini anl protuuding inlV .11h,1 the V% ICuICIu -ot

druig abuisc or relex ait seu\ulI a,,tix it% (or lack thereof) h&s been first inttroduced b% thle Serx it.e Ilcnbur,
(b) I)isciplinar% or other actioni based oni indepenident% derived evidence

Cll>;71a, W INVCizherg?
Thle Secretarx of lNfenise

Eniclosuire (Referenices)

References
ka) Armeud For-Cus Epideuologpial Board Memnoranidumn, 17 Septemlber 19JS;, I lumiar T-1- miphotropic, Virus t% pe
Ill (HITIX-lli) Anitibodx' P'ositivity.
(b) l)eputy Secretary of Defense Memlorandumn, 30 August 19s5, l-riI.v-ll Tv'ting._
(0i Azsistanit Secretar% ot D)efense (I lealth Affair,) Mniuorandumi, 14 .\ugUst 19S5, StaridardI/.ationl of Repoiting
Requiremnents for Blood Collection Agenies onl Military' Installationls.
(d) A.,sistanit Stxretarx of l)efenISC (I alth A-ttair.) MCeinorandwil, 17, JuRl 1J3S, \1i1itar% limplemuneltation of ['uiblik.
Health Service IVrovisional j'lcj.
(c DoD Nlilitarx Blood I'rogrami Otficu Mcnmorandum, 13 March1 19,83, \Iilitar% Imiplimetatioii of Public. Health
Service Provisionial Recommnendations.
kf) Departmnlt ot Densu l)irecti% e 0200. 1, Aprii 27 973, POLcx Concerning the Veniereal l)iscame Contro! Programl
of the Armed F-orces.
ig) Department ot l)eten~v I)irect*.x v 133 2. 15, Sep.tembeir 1), PAn8, Separation from the \ilitarx Svr% ice b% Reason of
Il'hvsical Disability.
(h) Title 10 United States, Code Section 120)1, et -zeq.

Despite the difficult logistical adjustmients, the three mlilitarx serx ices persex ered, collaborated, and
applied their personnel and resoUrces to effect the Board's- reco;mmendations. Thle A.Ssistant Sec-retarN
of Defuase for I Icalth Affairs expressed his appreciation to thle Board inl thle foliuxx ing letter, dated 5
December 1985:

[)car D~r. WAoodward:
I xx ish to commllend and thank thu; Board tor its asistantx in addrzessing isstes of critical imiportance regarding

tile emlergence ot Ilumni T-ilnipphotropic Virus T~ pe Ill infections amiong mnilitar% personnel. T[o assist the
Departmient ot Deense inl miaintainling a current and balancted approach on this issue, I request that the AFEB
establish a standinigcomminittee on I III\V-111 intection that xxouild cx aluate and comnicit on current 1)01) initiatixes-
ai programrs tromi the perspedcti ofprxnineieilgcas's ntadikmngmn. ornin d
suipport and aabeiigtreral appreciated. I look torxard torrmeeting personiallx %xih uan xhomrex-er
you appoint to disctvss the details of the ,\FEB's conitinuinrg work onl this disease.
Sincerely yours,

The AFEB Responds to Requests from the Department of Defense

In keeping wvith Dr. %law r's request, a standing A 1_17B Subcommittee onl I ITIV-III Infections wxas
appointed, with thle follo%% ing membership. Abramn S. Beneson, Chairman, and William 5. Jordan, Jr.,
IFrank~m. [oxxnsend,and mne. Later, Walter 1I. Doxvdle, Rithard 1.1 I ornick,anld Llexx ellvniJ. Legtersalso
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WILLIAM E. MAYER, M.D.

Dr. \lw~er. a psi chiatritm, became the Pentagon's top medical advi~or in December 198.3 %%lien hie %%a
appointed AsiNtant Secretary of Defense for I lealth Affairs I It' Nerved in both the Arm% and the Na'L y
Med ical Corps and. folltmsing the Korean Wahtnutdaseilsuiforthe Arrnn on prisoners of %ar.
I k* ervied a, lDirector ot AheCalifornia StatL D~epartnment of I Iealth %s bile Ronald Reagan %ws roternor. and
%%a, head of the Ai0ohol. iPru g Abuse. and Mental I Icalth Adnmiitration in the D~epartmeint of I Icalth and
I tumian Scr% ices %% hile hie isa, Amo on actix v dut% in the Public I Icalth Sen. ice Commissioned Ctprps,.

Dr aead'i~r% able Deput%. . lr.jarreti Clinton. sonf made it clear that the% %%'ished to '.'ork%''. tl)
the Armed Forte', Epidemiological Boaird antd thev re..petti~emnilitar% sert.it.e 'rtibleis ot great importance
that intimatcIhn.o dtcBadtm ne nesdsusindrn h~am~itain imo . u
%%'ereacurdimndfict.s.dri. beti..aen rneariiaslrsrnigtrniitr
personnel age 40 and older. 'afety considerations of the \12 Brad!e' Fighting Vehicle, militar. healthl
standard'; and popuilation-based epideniological forecasting.
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joined. On Septemrber23, 1986,1. Jarrett Clinton, M.D., Depult% Assistant Set. retarN of Defenise, addressed
the following letter of request to the AFEB:

Dear Dr Woodward:
'rhe Department of Defense Ila.- initiated a policN rex im~ of our current II ITIX-lIlIl program guidante. As N ou

recall, our initial guidance %%,as promutlgated after retomnivldations %% ere pro% ided b% the- AI-EB The assistanue ot

thet AFEB throughout this past sear has been instrumental in our abilit% to maintain a steadt course: in addressing
the nix riad problemnsassociated %%ith this- disease in a scientific and medicall% sound manner.

it would be most helpful if the AFEI3 x o ild address the follot% ing questions at % Otrt d~obor meeting.
(a) Wh'fat is the significaike ofa p24 band alone' Should DoD mainti a ditihotomuied, positix v, negatix c

-standard or should laboratorx results lit reported as positi% u, nevgatix c, or indeterminate? Should laborator%
results report the band patterns and explanation of results to the attending physician?

(b) Is periodii. testing of thle total force meLdiLallx inditated' If so, hoxx trtequentl% ? Does the current DoD
rexomnmended order of prioritN for Cohort streening ot militarx personnel tor I lITIA -Ill intection maximize the
dual obje, ti% es of proteding mndi% idual health and minimii/ing tranlstusion1 assoi~iated transmission in contin-
gentcies?,, Could thle total for--e screening effort curruntx being undertaken bx the Militar% Ser% ices be effecti% el%
integrated into exiting procedures such a-. pre-enlistment phn sis-al eviaminations, medital qualifitation for
o% erseas assignment or assignment to rapid dcplo% mrent unit,, and in conjuiktion xx ith -stceduled periodit
physical examlinations?

(c) For %% hich high risk patient populations, ifan%, ,should militar% medical facilities offer or require H'riN-
Ill screening (for example STD clinics, prenatal clinicS, surgicalI or, alIoptliptet)

Wd Ci% en the rationale for FITI-lll1 screening of militar% personnel, should %% e require population-based
screening of [)ol civilian employees, either within the United States or overseas?

(e) What restrictions, if anx ,should be piaied on health care %%xorkers %% hoare I iIL-lll antibod% positixeC?
If an l-ITLXV-lll infected health care wo-trker contirues to %%xork, does the patient hlaxe a right to knoxx about thle
health care worker's status, even if the risk of transmission is negligible?
We appreciate V'our attention to these difficult issues.
Additionallx , in% guidanw~ regarding other aspects of this disease that % ou deemi appropriate wxould be most

welcome. I am looking forwalrd to joining you at the mneeting.
Sincereiv.

I. Jarre'tt Clinton, M.D.
D~eputy Assistant Secretary
(Professional Affairs, & Quality Assurance)

cc: Surgeons General
Fwecutive Secretarv, AFIEB

The Subkornmittue on AIDS and the B~oard discussed thevse questions at its- fall 1986 meeting, and

that the policy on the nanie of the virus has been ihanlged to I IIV from I rIxL-illI-to DoD's Office of
HeIalth Affairs on 10 November 1986-

SUBJIECT Recommendations onl I Ilunman I mmunodeficiencx' Viruis (H-IV) Infection

I. At the requetof tit. Assistant Setrviart ol lDefenst-, I lelhAfis h ridI oreus Ipideniologital Board
(AFFt13. inilitar% medital serx m:e rvrrrwntaix e~and. .lppro~priatte n-rmbers ot (lt. ki% ilian mudital tomnitx.11 met0
16-I 70Ocober 14,86 to con%ider a set of questions onl the above u.bject tiEncios"ure 1).
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WALTER R. DOWDLE, Ph.D.

aIk )mk rt-cme d li,~ B S' dqgree front t lieI nermt tri if A labania in 19,It~ 1i, %1.5 degrvI~ trom
Ala'ani .it 1;7, and lit, dooohrati. in M1 itrobiologp fron. tile L un rsa of \Iarfland lin I licA Mlo%' of l)r.
I)-.% I~d&- c\pcnrwnii 11,1 bCul nat tlie Center for I )uiwa% Control :ii At lnta, %%hekre lie has%c d as. lirettor
Of the C enter for Infec~tious. lDiwiaw' Ile ha' pumilitlw lroadl% lin the fiew ot infeatuu d,'.ea'e'. on
pneumont,'. herpeti. infections influicn, and I il\ infection'.

Dr. D led joined t1e AlITB w' l0M, bringing~ lit, constd. r ibl e.pidentioloiui-al L~pcru.L at o help
o nra% el tile toniplitak .1 re.lat :on'llip hi. t i I M\ 111Ctk Mlad it,. urnpak t (,n h1.aith are in' t niultar%
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LLEWELLYN)j. LECTERS, M.D.

Loo.~ I zkcw-rsradua.ted tro'nt titlStte L -7.%iI oI\( ')katBl N\e.en ndue
hu't dther til gencraI nedjitme bvCirv hi- p;inedi the Arm%~ \ldiki i I' mit- .. cr . hi Jocdiohped

hi- apahd-tilk- in vir~d-nut tit %% and prei unt.% c nieni nt I fu nmaintained tht7.~I.~ ' ,~ AH-Si.Bdunz
!v-nurea= I he Arm%~ Ciefw it PieiLent -% \i.-ne from 107 it, 10-.ui ng fli' -en~ue % ear. I.% %%ai

all': el-ludime it~ the irk Ocnieof disea-sini o- -Id eamb. 't ptui., out~..~n'equvaic Ihi
ti'r'l~'e Hoddw ahl av, cti:m' and -mr,:hzi

Ie c.- bea nt:Cl:.:irnn t the Ie X'art nic-. dl v!' er% n! i %e N' ilitirneat I le L n -tdrnled 4Serx -,, t L nI %%-I %
'i t I IualtI: ie nie-CSh"Ic oI - 1  t% knu-.% hcr- he deit Iaopv a n11 cliktit cpieni- -- 4 -ji, u nit I hat uI i

C'.% t :e , tif :I~n get tra pi i t- oI md.i xu ultr 1I ::T'rl. c~ Ix. hm% vi %ed th, 14 mi a, an
aitml-h. ;'artit:pAtili meniher. II Ukihi-~ui ': the Isoizlniffe onk-- I::lia:ou'- 1.'- li:'onc
oti thte 1-Is ta.eizr ,mmier % hoi h1.1 n:.:ultam::d asdlas~:hni t h ~ri.h_'si-iret.flt

Aff); (lilt I titl'



The Artntcd Forces Eputen'tiulopr.a! Board

RICHARD B. HORNICK, M.D.

Atter he trained at The Johns H-opkin, School of Mtdicine, Dick 1lornick worked a-.medical officer in
infectious diseases at USAMRIJD. Tlei., for two decades, hie condctedICC innotaine rese.arch oin the
de% clopment and application of v'iral, rick~ tsial, andi bacterial '.accines at the Unix eruatv of Mary land School
of'vledicine Ile helped develop the strong Di,. ision of Infectious Diseases there, %% hici hie directed until 1979,
when hie was named Chairman of the Department of Medicine at the Uniiversitx of Rochester School ot
,Medicine.

Dick st x'ed as a member of the Al E13's Commiss'ons onl Epiderniologiual Sur% e and Enteric Disease.
Later lie was appointed to the Board, where hie prox ided support for the Suibcommittee onl Intectious
Diseases Dick's contributions to our knowledge of typhoid fex er, other enrirc infctions, tularenus , and
rickettsial diseases, and in particular to their control by x accines and the dex vlopment ot a better understand-
ing of their pathogene'ais. have benefited our whole society
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2 a. With regaid tothI liucltt iof thc s4,nJifi~aance of a Alittai P24 bcmndof the bands in the vNestern blot test
Nv!)!ch ire ch,,racteristic (,, AIDS infection, and the preft rrcd ctents Of tilt la bora torN report, tile Board recognized
that WVestern blot pievarations xiry in sensiti-,i\; ona -rdL. fase positive, reac-tions. A solitary p24f band in

a eteni blot !t st cannl t be regarded as defiiti\ :. %\hi1le it rlay injficate an early stage of infection with H!V, it
ila ea false pJOsitive reactioni; e v a true negative. Thus tile Board recoinitnend, that

A solitary p24 banld '-hould be: iegarded as neithei positive lior negative, but as an intermec-
d'ate result requiring; further testing of the srnsample by mnore? d -finiiepoe~esc
as tes;ting bN thle solid gh~ELISA wvithl recomnbin-in Iantigen orbx the radio-immunoprecipi-
tation assay. This testing should pernlit a repoi t vt a positive or negative test tor antibodies
against H-IV; rarely the testing might result in indiet orminate findings requiring a niew ,ei ami
specimen for repeating testing.

b, 'ro anlsx er theC question %liethcr , eriodic SCRccnir ,ot the total force is mied ically indicated, the Board
considered thle 1,SLW-5 inllOved ii, thle probl,2n of .XIDS aniong *'.tarv personnel. Te curvnt program ot mass
screcnling wvill it'dentify those in the Armed Forces x ho are piesentl-, infected iwth thle human inmmutnodeficiency
Vir'ls (Hthle ec\lusion of recruits -.% ho are serologicall% positixv assures that rio infected indivi!duals are added
to the active dluty pool. T~he periodic mtdical exal~iation of those actixe duty per,onnel who %-,ere found to be

seroosiix e~vi~assretat he mlitrvpouhton fdlx fit fordouty insofara AIDSilC0DcernCd L\Ceptthait these
indi% idulals, and the much larger numberof uArt Ie!W fthle'hepatitis13 BIrus",imust beappropriaten, identified by "dog-
tag"~ or other dlevice as disqualied from serving as blood donors.

Repeating total force screctiang would detect those actx v duty personnel who hax e dcx eloped new infections,
and would provide important epidemiolo,-ical iformation. The lattei cain be nioietecun(,mic0ahy' obtained by tes-ting
appropriato- number-, of actix e duty personnel selected rad lr from X aricus segment. eugraphic and otherwvise.
Findings of the ,iurrent sc-reening mray suggest groups of epidemiological importailce.

For detection of nie%% cases,51scroerdng; would best be integrated into existnig inedicai encounters such as medical
qualit ica :.on for overseas iss;i)Lnnt, assig;nment to rapid deplo% ment units, and perio'dic phx. sical examinations.
The transmission of AID)S is x%'ri similar to that of,,, phjiis, it >, primariy tratismitted sexually an-d also by exchange
of b!Lood (by needles shared amiong initrax enous drug users atli;. u'etort. the tests became available, by bluod
transfusion), control of AIDS would be, ;xst effected by using thle mellhods succestiful !n controliingsy)phiib. These
methods v, ere based on identifying infected indi-x id~i.1 e nd tracing tne 'kinfacts from tvl -om they may h.-ve acqw red
or to whomi they mayihave transmitted their infections. md appropriatly maniaging all -,% no prox ed to be infected.

While there is now no pro% i'neffectix e drug for treaimrent ot AIDS, tileep~deniic an becontiolled I N.preventang
further sq:ead Thi-, ;M olVes COuinse'ing the sertopositixe. individuals onl thle techniqut and need for tiWt practice of

infected drug addftt the dange' he poses to others5 if !le persists in his drug hiabits ani shares! svi i.,gesaiict needles
with others.

'I hle Board recommends that:

Following completion of thle pi ement total force screening, further HiV uetection shoulO
bc applied on a selective basis Subtse~quent l-BV screeniing for the i(iliitaryforce-s shiould
be inte-grated into vxisting proceduses iuch as pre enli-,tment examinations, med.ical
qualification for assignment overseas or to rapid deployment 0outs, ari inl toinquion
with scheduled periodic examinations. Major niiary ni edical facilities should acquirt-
thle expertise to. carry' out thle serologic !.--, itO screening for a-fection. Qualmtx control
measures must be reinforced to :ilsure the validity of results

c. Wm'til respect to the question k) %% hich high ri-sk paticnt Foplan0tons should HIV !screcninjg he required
)r 'fired, it is to be noted that the four-y tar intterxal betxxeen periodic ph lum!l~d examinations of those2 in thev 20-3t)

a; group, amiong .N hom thle prevalence of -veroposit:% if,, has been found; io ix highest. .,, too long ai period ti)
adequately prolect tle h(li f the incl- idual or the saivty of eme rgenc -rekluircd blood ior transtiv-ton This
tnter%.?l -in b- .otee bxsrlg~ creening for I I IV tx hci i the ind ividual is admiitted to a hospital otr rccetii es1
other medical c.are, xx ith c-onsid--ition of htox recently the last serologi-,Z st ri-tviing li-id been pertorired. ICecaUSe-
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tney fall into high risk gioups, testing ,Iould be required on those who attend drug ,,hibilitation or STD) clinics
because of the hakelihood that infectiorn with Hl mial have 'ccurretx concurrently, testing shuuld be repeated 2-
months- later if a nega1ti% e tebt is repi ted iince serological positivit~ may not havec developed Yet Because of the
thrtat to the newborn child, and because into ted ervic- members may be tound amr'g the cuntakts of a seropositive
woman, screening is advisable for those attending prenatal '.inics. SerolIogc,.l llebt.ng FAhouid be pertorrmtd in the
laboratories of r. ajLur mnedical fauhIties, 'the tect' .ology for IVitcsting is much simpler than the Wassermann tPst
which is, out:ncly prtornted in larger hospitals and regional Iabo:atories To assure a high level of peiformance,
piality assur~'nce cesting will be rolbiied.

'fle Board therefore recommends that:

H IV testing sl.ould be a requirement, for all militaiv personnel admitted to.. military
hospital unless a test has recentlh been pei formed. I t.%Iou~d be rcqiuired of alli personnel
admitted to clinics or sexually t'ransmitted diseases (STO),and drug rehabilitition; tests
should be repeated in two to three months if negative on fir!5t testing. lily screening is
advisable for patients in prenatal clinics. Major medical facilities should acquire the
expertise to carry out the appropriate serological tests; quality control meaisuresnmust be
enforced to insure the validity of resGults.

d. Regarding the question on the screening of DOD civilion vinployces either with in CON US or overseas,
the Bw~rd considered the indications for screening civilian employees of tile Armed For~eb. Within CONUS, DOD
has no medical rerponsibility for civilian employees, however, w~ erseas the s;,k civilian becomes the responsibility
of the military medical sy,- tenm. A seropositive individual going overseas might bt: assigned to duty in an isolated
a cea with pooraccess to medical care, should clinical manifestations of AIDS such as pneumonia develop, the welfare
of the .n ividual would be jeopardized. From the point ijf view of the serv'ice, the seroyvositive civilian employee has
an increased likelihood of becoming a burden to the medical system, and theprobabiliti of conmpleting the contracted
tour of duty is reduced. Therefore, the Board recommends tbat-

Testing ior HIV should beicluded in any miedical clearance procedures now in use prior
to assignment of c.ivilian personnel overseas

e With reference to the question on restrictions onl HIV-infected health care workers, the Board
recommends that:

IV-positive health care workers who are otherwise healthy may continue to provide
lie~ltli care, conducting themnscives in accordance with the guidelines publinhed by thle
U S. Public Health Service in Morbid it yand Mjirtalitu' WeekIy Repo rt,Vol. 35, No. 14, dated
!'I Ap.ril 1980, "R2comrendations tor P'reventing Transmission of Infection with FITLy-
III/ LAV during Inxl(-sic Procedures." (Enclosure)

3.Trh. Board coinmends the services for developii i a working staging system for AIDS. The Board also suggests
that the methods of repo. ting data related to AIDS prevalence and incidence be presented in a standard format and
that specific rates be stated to permit interservice comparisons.

FOR THE ARN ED FORCES EPIDEMIOLOGICAL HOARD

Theodore E. Wood ward, M.D.

President

Robert A. Wells, Ph.D.
Colonel, USA, MSC
Executive Secretary
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The Neuropsychiatric and Secondary-Infection Aspects of AIDS

During each of its meetings, the Subcommittee on Infections and the Board always discussed some
aspect of the HIV infection problem. On 5 February 1988, John F. Mazzuchi, Ph.D., who succeeded Dr.
Clinton as Acting Deputy, Assistant Secretary of Defense for Health Affairs, presented the following
memorandum to the AFEB for its consideration:

MEMORANDUM FOR ARMED FORCES EPIDEMIOLOGICAL BOARD

SUBJECT: Human Immunodeficiency Virus (HIV) and Implications for Military Service

Human Immunodeficiency Virus (HIV) infection continues to be a serious concern for the military. Preliminary
information on the progression of HIV infection, the neuropsychiatric aspects of HIV infection and their potential
effect on job performance, and risks of secondary infection, such as coccidiomycosis, in HIV infected soldiers raises
some questions.

1. Is there sufficient epidemiological evidence to support the hypothesis that military service accelerates
progression of HIV infection? In other words, is the rateof progression greater than would beexpected in comparable
HIV infected civilian populations?

2. Is there sufficient medical evidence to demonstrate neuropsychiatric impairment at levels great enough to
warrant excluding HIV seropositive military personnel, based solely on seropositivity, from military occupations
requiring a high level of alertness, correct judgement, and precise motor skills?

3. Is there sufficient epidemiological evidence to demonstrate that HIV seropositive military personnel are at
increased risk - f developing disseminated coccidiomycosis when assigned to, living in, or traveling to geographical
areas endemic for coccidiomycosis when compared to military personnel not infected with HIV?

It is requested that the Board address these questions during its February meeting.

After discussion and consideration, the Subcommittee on HIV Infections and the Board transmitted
the following memorandum to the Office of the Assistant Secretary of Defense for Health:

In response to the memorandum from the Office of the Assistant Secretary of Defense on 5 February 1988, the
AFEB considered the data presently known about asymptomatic infections with the human immunodeficiency virus
(HIV). Based on the excellent presentation, the AFEB stdtes:

1. There is insufficient epidemiological evidence presently available to support the hypothesis that military
service accelerates the progression of HIV infection.

2 There is insufficient medical evidence to demonstrate that individuals who are HIV antibody positive, but
asymptomatic, experience neuropsychiatric impairment in excess of HIV antibody negative personnel. Until more
reliable data are available, the following AFEB recommendation [applying] to neuropsychlatric abnormalities [that]
might result from various medical illnesses, including HIV infection, is made:

If mental depression or other neuropsychiatric states occur in any serviceman [or
servicewomanI assigned to a stressful or occupationally sensitive position, that person
is to have lal full medical evaluation and [be] returned to that sensitive position only after
shown to be functionally fit for duty.

3. While thcrc is sufficient epidemiological evidence to demonstrate that patients with clinically manifest AIDS
(those with depressed T4 cells, etc.) are at increased risk of developing disseminated coccidiomycosis when exposed
to Coccidiodis ininitis, there is not sufficient evidence to indicate greater susceptibility to infection or dissemination
in those individuals in the WRAIR Groups I & 2.

I had participated in the meetings of the Subcommittee on HIV Infections and the Board, but did not
fully concur with all of the recommendations. I had expressed my opinions to members of the Board, and
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decided to submit a personal letter to Dr. Mayer, the Secretary of Defense for Health Affairs. Th t letter,
dated 9 March 1988, follows:

Dear Dr. Mayer:
The AFEB recently held its winter meeting at WRAIR and devoted considerable time for discussion of the AIDS

problem in the Military Services. This discussion culminated in a series of responses to important questions which
had been presented to the Board. These responses and recommendations have been transmitted to your office under
separate cover.

Often, answers to delicate medical problems are not as precise as they might be simply because there is
insufficient data upon which a recommendation is based. During the recent meeting, Doctor Mazzuchi and Lt. Col.
Peterson reiterated that your office wished to have the recommendations and answers based solely on scientific
evidence which was to form the basis for, and conclusions reached, by the Board and its panel of experts.

These answers to the spezific questions are now in your hands. It was my privilege to participate in these
discussions and to help formulate the recommendations as submitted. However, my personal view is at slight
variance with those recommendations, which viewpoint is not fully shared by all members of the Board.

To my mind, there are factors other than those which are directly related to medical or psychoneurological
abnormalities. These factors can transcend the known facts and can well relate to functional capability. To be sure,
there are currently conflicting data as to whether a person with AIDS, in its early stages, has clearly measurable
abnormalities of the central nervous system which would predictably interfere with his or her functional capacity
in a high risk or sensitive position. Those factors that transcend this point of reference relate to day-to-day
considerations of anxiety, stress, and tension, which clearly relate to function. These human reactions may develop
after any catastrophic human event, of which AIDS is a representative example. In contemporary society, the social
reaction to this horrible disease influences not only the victim but some of those who are associated with that
unfortunate person. Clearly, there are members of society newly placed in contact with an AIDS patient wb -, might
react inappropriately to the threat of acquiring AIDS. This is true even though there is no evidence that casual contact
relates in any way to transmission of the virus. These are the weaknesses of human behavior. The threat regarding
aberrant behavior may pertain to the victim as well as the one who is associated with that victim.

Any physician who has practiced medicine or psychiatry with a disturbed patient in the confidence of his sick
room has witnessed abnormal behavioral traits repeatedly, which have influenced function, even though that person
would test negatively to the available scientific measurements.

Until society has fully sifted out and accepted the troublesome and conflicting facets of this dread virus disease,
my view is simply that those persons in the military service who are clearly identified as having HIV infection should
not he assigned to high risk and sensitive positions. Examples of such high risk and sensitive positions might be the
piloting of an airplane, directing the activities of an air traffic station, a high security position and similar occupations.
Perhaps with the passage of time, these viewpoints may be found to be obtuse. It seems to me that with the current
state of knowledge and uncertainty, better judgment favors the aforementioned consideration.
Sincerely yours,

Theodore E. Woodward, M D.
President, Armed Forces Epidemiological Board

The Resolution Concerning Confidentiality

In all ot the discussions pertaining to AIDS, the Board, collaborating with the military, had
continually expressed the need to maintain confidentiality to the highest degree possible. During its
February 1986 meeting in San Antonio, the Board had formulated the following resolution:

The AFEB is pleased that its recommended guidelines directed to the means of restriction
of spread and control of IHIVI infection within the Armed Forces was favorably received
by the Office of Health Affairs of the DoD. The Board maintains its original opinion that
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CAROL J. JOHNS, M.D.

Following her graduation from The Johns Hopkins University School of Medicine and her residency in
medicine at its hospital, Carol Johns joined the faculty of that institution. As an exceptionally well-qualified
clinician, she chose pulmonary diseases, and in particular, Beck's sarcoid, for her research interest. Carol has
contributed importantly to the clinical and basic knowledge of this strange granulomitous disease. In
Baltimore, she is called upon as a consultant in many difficult medical problems.

She served her alma mater, Wellesley College, as its Acting President, and she graciously joined the
AFEB as a member despite her heavy academic responsibilities. She has brought a balance to the Board in
matters relating both to internal medicine and to the particular needs of women in "he Armed Forces.
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Armed Forces Epidemiological Board and Commission Directors
6-7 June 1985

Seated, left to right: Norton Nelson, Ph.D.; Paul M. Densen, D.Sc. Abraham S. Benenson, M.D.; Colonel
Robert F. Nikoleski, BSC, USAF, Executive Secretary; Theodore E. Woodiward-M.D., President of the Board;
and Frank M. Townsend, M.D.

Standing left to right: Hans 0. Lobe, M.D.; Ronald C. Shank, Ph.D.; Richard B. Hornick, M D ; Samuel D
Thompson, Ph.D.; Llew~lyn J. Legters, M.D.; Leonard T. Kurland, M.D; and Frank B. Engley, Jr., PhD.
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Armed Forces Epidemiological Board and Committee Directors
San Antonio, Texas
13-14 February 1986

Seated, left to right: Dr. Frank B. Engley, Jr.; Dr. William E. Jordan, Jr.; Dr. Carol J. Johns; Dr. Theodore E.
Woodward, President of the Board; Major General Floyd W. Baker, Commanding General, Health Service
Command; and Dr. Paul M. Densen.

Standing, left to right: Dr. Leonard T. Kurland; Dr. Llewellyn J. Legters; Dr. Abram S. Benenson; Colonel
Robert A Wells, MSC, USA, Executive Secretary; Dr. Richard B. Hornick; Dr. Frank M Townsend; and Dr.
Saul Krugman.
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the preservation of individual confidentiality be maintained if the program is to succeed.
The Board commends the Military Services for the plan to perform a longitudinal
evaluation of those persons who now show the presence of [HIVI antibody. Only in this
way will it be possible to understand the natural history of this disease which, to this
point, has been uniformly fatal once active signs of infection occur. The valuable data
which will accrue from a long-term study will provide valuable information of inesti-
mable importance to the Military Services and to the public at large. The governmental
policy should be designed so as to insure that all types of accurate medical and
epidemiologic information is obtained. In the interrelationships with [HIV-linfected
persons, the data collection must allow free communication between the infected service
member and the health care provider. Free interchange of reliable information must not
be stifled. If there is misunderstanding, lack of confidence and the fear that an adverse
policy reaction will penalize or embarrass those involved, no reliable epidemiologic data
will accrue. Under such adverse conditions, service members will be motivated to deny
or withhold such relevant risk factors as homosexual behavior or drug abuse. An
atmosphere of trust will greatly assist in acquisition of reliable epidemiologic informa-
tion; otherwise, a scientific and accurate study is not possible. Added to the need of
insuring an accurate scientific evaluation is the obligation to protect the rightf of the
individual, an undeniable right.

THE HEALTH PROBLEMS OF
ASPLENIC PERSONS

In 1985, another potentially serious medical problem was presented to the Board by the Commander
of the Navy Medical Command. Specifically, the Board was requested to determine the immunization
requirements for three categories of asplenic persons: congenital asplenics, those whose spleens were
removed before they entered the service, and those who had undergone splenectomy following their
induction into active duty. After much discussion and review of the pertinent medical literature, the
Subcommittee on Infections and the Board formulated the following memorandum and recommenda-
tions, dated 25 September 1985:.

MEMORANDUM FOR:
THE ASSISTANT SECRETARY OF DEFENSE (HEALTH AFFAIRS)
THE SURGEON GENERAL, DEPARTMENT OF THE ARMY
THE SURGEON GENERAL, DEPARTMENT OF THE NAVY
THE SURGEON GENERAL, DEPARTMENT OF THE AIR FORCE

SUBJECT: Immunization of Asplenic Personnel

1. At the request of the Commander, Naval Medical Command, Washington, D.C., the Armed Forces
Epidemiological Board (AFEB) members and consultants considered a set of questions on asplenic military
personnel during the Fall Meeting of the Board at Parson's Island, Maryland.

2. Although asplenic individuals have been shown to produce lower levels of antibody in response to some
antigenic stimuli than those with intact spleens, they withstand common infectious agents including viruses as well.
However, asplenic individuals may fail to control infections by encapsulated bacteria such as Streptococcus
pneumioniac, Neisseria nieninglidis, and Haentophitis i'fluenzae. Vaccines for these infections are available. In addition,
blood protozoal infections (malaria, babesiosis) may not be resisted as well as by the normal host. The post-
splenectomy sepsis syndrome, however, is a rare event.

3. It has been reported that significantly higher antibody titers against pneumococci develop if vaccine is
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administered to traumatized persons before splenectomy Iratheri than afterwards. There is an antibody response
in either instance.

4. The Board recommends Ithati:

a. All personnel known to be asplenic should receive one dose of pneumococcal
polyvalent vaccine. A second dose need not be given.
b. It should be established that all asplenic persons have received quadrivalent menin-
gococcal vaccine upon entry into the service. If not, this vaccine should be given.
c. Vaccine against Influenza B should be administered to all asplenic individuals.
d. Active duty personnel who require splenectomy should be given the pneumococcal
and H. influenzae vaccine prior to removal of the traumatized spleen, if feasible.
e. Asplenic persons should be counselled regarding the importance for them to comply
with all anti-malarial measures, especially those related to the use of prophylactic drugs.
f. In areas where babesiosis is prevalent, anti-tick measures should be employed.
g. No restrictions on deployment are necessary for asplenic personnel.

FOR THE ARMED FORCES EPIDEMIOLOGICAL BOARD

Theodore E. Woodward, M.D.
President, AFEB

Robert A. Wells, Ph.D.
Lt. Colonel (P), USA, MSC
Executive Secretary

The Department of the Army raised several additional questions regarding a newly recognized gram
negative bacteria known as Dysgonic Fermenter Type 2 (DF-2) in splenectomized individuals. The
Subcommittee on Infections and the Board, after discussion and review, submitted the following
memorandum, dated 23 September 1987, in answer to the questions presented:

MEMORANDUM FOR
THE ASSISTANT SECRETARY OF DEFENSE (HEALTH AFFAIRS)
THE SURGEON GENERAL, DEPARTMENT OF THE ARMY
THE SURGEON GENERAL, DEPARTMENT OF THE NAVY
THE SURGEON GENERAL, DEPARTMENT OF THE AIR FORCE

SUBJECT: Recommendations on Infections with Dysgonic Fermenter Type 2 in Splenectornized Individuals

1. At the request of the Department of the Army Surgeon General, the Armed Forces Epidemiological Board
(AFEB) considered at its 7-8 September 1987 meeting a request for recommendations for the problems posed by the
serious infections by Dysgonic Fermenter-2 (DF-2) experienced by asplenic individuals following dog and cat bites.

2. Concerning restrictions to be placed on duty assignments of splenectomized individuals which involve
contact with dogs and cats, the Board recommends that:

Splenectomized individuals not be newly assigned to duties involving significant
exposure to dogs and cats. Those presently assigned or previously trained in animal care
should be informed of the risks involved in case of bite and the need for immediate
appropriate wound treatment and chemoprophylaxis.

3. With regard to the request for special precautions, if any, follou ing animal bites, the Board recommends that:
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Appropriate cleansing of the wound be performed with debridement, if necessary,
together with an appropriate antibiotic such as Amoxicillin and clauvanic acid (Eryth-
romycin or Tetracycline if the individual is penicillin-sensitive). The need for a booster
dose of tetanus must be considered.

4. Concerning guidance to be provided splenectomized pet owners, the Board recommends that:

Splenectornized individuals who own pets should be advised of the hazard of serious
infections which may follow bites from cats and dogs. They should be informed of the
necessity to seek medical care and chemoprophylaxis, even if the bite is slight.

FOR THE ARMED FORCES EPIDEMIOLOGICAL BOARD

Theodore E. Voodward, M.D.
President, AFEB

Robert A. Wells, Ph.D.
Colonel, USA, MSC
Executive Secretary

THE BOARD ASSISTS THE DEPARTMENT OF DEFENSE
IN FORMULATING POLICY REGARDING THE

HEALTH RISKS ASSOCIATED WITH THE M2 BRADLEY FIGHTING VEHICLE

On 6 November 1986, Maj. General Robert H. Buker, MC, the Deputy Surgeon General, in a
memorandum to the President of the AFEB, requested that selected members of the Board and other

appropriate authorities be convened to discuss and review health hazard issues associated with the M2
Bradley Fighting Vehicle. An ad hoc group of the Board had reviewed this subject at USAMRIID just the
day before, on 5 November. Brig. General Philip Russell chaired the meeting, which I attended with AFEB
members Norton Nelson and Ronald Shank, and Executive Secretary Robert A. Wells. Colonel Joel
Gavdos and Lt. Colonel Hugh McAlear provided the technical information. It was decided at this

meeting to convene a special group of national authorities as soon as possible.
Accordingly, a meeting was held at WRAIR on 6 January 1987. The civilian authorities who

participated in this meeting were Drs. Arthur Dubois, Gareth Green, and Roger McClellan, in addition
to the Board members and technical authorities aforementioned. The thorough discusions provided
sufficient information and reliable data. The ad hoc Committee formulated the following memorandum
and recommendations, dated 2 February 1987, which were approved by the Board and submitted to the
Surgeon General of the Army:
MEMORANDUM FOR

THE SURGEON GENERAL, DEPARTMENT OF THE ARMY

SUBJECT: Recommendation on the Potential for Health Risks of the Bradley Fighting Vehicle (BFV)

1. The Armed Forces Epidemiological Board (AFEB) met to consider the enclosed set of questions pertaining
to the health risks of the BFV In order to rtspond to the request, Board members Dr. Norton Nelson, Dr. Ronald
Shank and Dr. Theodore Woodward met with Dr. Arthur Dubois, Dr. Gareth Green and Dr. Roger McClellan. Drs.
Dubois, Green and McClellan, as well as Drs. Nelson and Shank are all known, recognized authorities in the fields
of toxicology and pulmonary function. Two complete briefings and meetings were held, the first at USAMRDC on
5 November 1986 and the second at WRAIR on 6 January 1987. All of the known data pertaining to the BF' were
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presented and thoroughly reviewed with similar and knowledgeable o/i,cers of the Department of Defense and
WRAIR with UC Yancy Phillips as briefing officer.

2. At the outset it was recognized that the combat environment is inherently hazardous. It was likewise clear
that given a potentially lethal armored-combat scenario, transient environmental exposure to agents such as fire
suppressing chemicals and their pyrolysis products ma% well represent a reasonable preference o% er the obvious
alternative. This professional advisory group, as any such group, faced an enormous challenge in interpreting the
data provided as background to the questions being addressed. Compounding the challenge %%as the necessity for
extrapolating from these data those segments %v hich appeared to have meaningful rele\ ance to the potential health
risks of the crew and passengers of the BFV during combat and beyond. An additional task wis that of evaluating
and prioritizing numerous simultaneous variables within the BFV regarding both the supporting test data and the
supposition of events occurring on the battlefield. It was in this manner that the group considered the data and their
implications and rendered its recommendations. It should also be noted that these recommendations represent the
best possibleadvice from facts and projections currently a, ailable. These recommendations are forwarded with the
understanding that as advice, they will be considered for application, modification or rejection as deemed
appropriate.

3. Regarding the question on the Halon fire suppression system, it is obvious that the immediate risk within the
BFV is fire. Supporting hard copy and film data convincingly showed that the Halon system is an effective fire-
fighting system which will serve the immediate needs of the BR' occupants. Emphasis for the group's consideration
focused on the associated decomposition and oxidation by-products of this system and their potential for toxicity.
The Board makes the following recommendation:

The application of the Halon automatic fire suppression system poses an acceptable
alternative risk to the occupants of the BFV at this point in time. Continuing efforts
should be made to further reduce fire-extinguishing time. Concurrent reexamination of
evacuation procedures and those related to personal protection (masking) and ventila-
tion are highly encouraged.

4. With reference to question b-vaporific effects: It was noted that considerations regarding fuel and
ammunition were not included in this issue. Following extensive deliberation, the Board feels that:

the vaporific effect does not appear to represent an unreasonable health risk to soldiers
in the BFV outside the spall zone.

5. Regarding question c-measurement end points: Extensive effort was expended in reviewing underlying
BR' test data with consideration of both the underlying questions being addressed and the structuring of the tests.
It was the consensus of the group that the studies currently underway will produce valuable information regarding
health risks related to nonfragment hazards. In addition, the Board provides the following guidance:

Physical and chemical measurement end points are appropriate with the exception that
there should be a review of all sampling flow rates and times with reference to the
analytical methods and instrumentation being used to assure they are matched to
anticipate exposure constituents and concentrations. In addition, particle size distribu-
tion studies should be conducted as well as studies of gas particle interactions.

6. With reference to question d-laboratory animal research: The consensus was that the studies cited represent
an excellent starting point for the generation of valuable data. The basic problem is estimating the response to
complex mixtures of gases and particles rather than the response to single gases. Thus, the general impression was
that these tasks should be strudured to mimic the anticipated exposure scenarios as much as possible in the interest
of generating useful information in a tim-cly manner. The proposed research will not completely resolve uncertain-
ties relating to health risks from Halon degradation products as found in actual BFV fires. However, they can
considerably improve the evaluation of actual risk. Specifically, the Board recommends that:

Moreemphasis should be placed on field and laboratory stimulation of actual conditions
as defined by field studies. Both laboratory and field studies will require the use of
animals. Questions tobe resolved should include theextentof interaction between gases,
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NORTON NELSON, Ph.D., D.Sc.

Norton Nelson directed the Institute of Environmental Medicine at New York University from 194 to
1980. He was recogpized as one of this country's authorities on environmental pollution, air quality, toxic
hazards, and safety evaluation. In view of the many problems involving the environment, the AFEB would
not have functioned so efficiently as an advisor to the military without Dr. Nelson's wise counsel. During
the years that the Board had a commission system, Norton Nelson spearheaded our understanding of, and
the guidelines needed to control, the problem of substance abuse in the military His work on asbLstosis.
pesticides, other pollutants, and toxic products related to housing development gave the Board help that was
instrumental in saving the government significant financial sums.
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the pirticle-effect on dose-delivery to lung tissues, and other issuoe related to the mode
of action of Halon degradation products.

1- Regarding iluestion e-eardrum rupture- The review suggested that ear injury can reduce immediate and
future individual effectiveness, although this mnav be difficult to distinguish from motivational factors. Following
a review of the data, the group endorsedi the position that:

By itself eardrum rupture is not likely to cause significant acute disability. Further
studies, should be conducted in the arteas of blast-associated structural and functional
disturbances to the inner ear, the shielding effects of hearing protectors, and operational
liability of hearing loss for military tasks.

FOR THE ARMED FORCES EP'IDEMIOL.OGICAL BOARD

Tiwodiore E. 1Vi.'odward. M.D.

President, AFEB

RoI'ert A. I Veils. Ph.D.
Colonel, USA. MSC
Executive Secretary

KOREAN HEMORRHAGIC FEVER

During the summer of 1987, the Departni-ents of the Army and Navy presented the AFEB a scries of
questions pertaining to the methods of p-eventirng and managing Korean hemorrhagic fever (KlIIF).
Vlarious field operations, including the exc. -ise 'Bear I-lunt- in the Republic of Korea, had resulted in the
development of hemorrhagic fever among mfiiary personnel. Korea is 'lighiv endemic for this disease.
Captain Norman A. Dean, MC, USN, Officer in Charge, Navy Environmt nWa and Preventive Medicine
Unit No. 6. Pearl Harbor. Hawaii, had previously prepared a comprehensive report of a hemorrhagic
fev~er outbreak. Dr. Dean reported that amon, ten severely ill patients fever, fatigue, thrombocvtopenia,
proteinuria, nausea, and =-omiting had occurred in all of them. Diarrhea and mvalgia were present in
eight patients, and conjunctival injection in five.

After careful study and discussions with the Army and Navy officers who had Vcrucipated in these
field exercise- , the Subcommittee on lnfecticns and the Board transmitted the foliowing memorandum
and riecomMendtitios, dated 23 September 1987.

MEMORANDUM FOR
THE ASSI5T.ANT%7 SECRETARY OF DEFENSE (HEFALTH AF'FAIRS)
THE SURGEON GENERAL, DEPIARTMENT OF TH E ARMY
T HE SU5 ';ON G EN ERAL. D E PARTM ENT OF TH"E N AVY
T HE 5SJURGEON GEFN ERA L. D E PARTM ENT O F TH E AlIR FORC E

SUBJECT: Recommcndatioins on Korean Hemorrhagic Fever

1. The Armed Forces Ei~ideniilohical Board (AFEB) considered the problens; povsed by Korean Hemorrhagic
Fever (KHF) with renal svndrome in Korea during its mneeting of 17 -18 September 1987. T hese*- problems were
referred to the AFEB In% the Ssurgtons General of the Army and -Navy. With w.e-pect to appropriate environmental
control measures. tneXFEB8 noted that identification of the A;s-*.eiis mouse -a.,a re-servoirof the ettological I lantaan
virus- indicate-. the need to minimize man-mouse contact for the control o' ;his discase. Definitive recommendations
cannot be made witho-ut additional bionowic-1 of this animal species. The vstablishment of a planned research
laboratory should provide the needed information. Lnfi! then, the arnalogies5 of -come epidemioilogic characteristics-
to those of scnubt tphus suggest the best apervach-
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2. ConLerning questions on semi-permanent bivouacs or camps in areas endemic for KHF, the Board recom-
mends that:

Bivouac or camps preferably should not be located at any site known to hive been a focus
of infection for this disease. The Corps of Engineers should prepare a site by first clearing
the entire campsite by flame-burning and bulldozing, including the preparation of a
wide perimeter extending beyond the bivouac area. The construction of a concrete or
gravel base for each tent is advised to prevent rodent harborage. It iq essential that all
known rodent control measure- including sanitary measures for solid waste, becontinu-
ally applied. Qualified officers should make regular inspections of the campsite to
ensure application of these preventive measures.

3 The environmental control measures intituted in the garrison setting in addition to maintenance of high level
of rodent control activities will necessit,,te behavioral activities by all personnel which minimize the presence of
rodents. The Board recommends that:

Continual rodent control measures be strictly app'ied by all personnel including rodent-
proofing of waste food and food scraps, and management of solid wastes (rubbish, etc.)
to eliminate harborages. Continual live trapping should be performed with virus studies
of the trapped Apodetnus mice if facilities for this are available.

4 With regard to per.-nal protectiN e measures for ind,viduals residing in highly endemic areas, the Board states
that:

The data presently available do not provide any evidence that there is need for
decontamination of indi% 'dual or unit equipment.

5 In responding to the query on medical evaluation of sutspected and confirmed cases of KHF, the Board notes
that:

It is desirable that diagnostic competence for the early identification of KFH be available
in readily . -ssible units. Medical competence to treat seriously ill patients, including
the capac r renal dialysis, should be provided. Medical professionals, including
co .ract physicians, who understand the serious complicatiors of -ease, are
required to trc at such patients. This includes the knowldge and c , .. , apply
measures to combat hypovolemic shock and renal failure. Army and Nay, hospital
commanders should apply these principles with a clear understanding that transport of
seriously ill patients after the first few days is ill advised. Thus, evacuation should only
be carried out when the required professional competence cannot be arranged, proper
handling of the patient depends on very early diagnosis, and evacuation should be
accomplished at sea-level cabin pressure to the closest site where appropriate profes-
sional care caln be provided.

6. As rtquested by the Navy Surgeon General, the AFEB reviewed field guidance on KHF made by the Navy
E viror,..ental and Preve.%tive Medicine Unit No. 6 (NEPMU-6) on 29 June 1987. The Board states that:

!t concurs with the recommendations made in the guidance rendered by NEI'MU-6.
Concernir g the preparation of the camp ite, this would preferably be addressed more
aggressively as ir.icated in Paragraph 2 above.

FOR THE ARMED FORCES EPIDEMIOLCII;IC XL BOARD

Theedoe E. Woodward, A.D.
!'res.deit, AFEB

Robet t A. Wellb, Ph.D
Colonel, USA, MSC
E-.ecutive Secr2tary
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SCOTT B. HALSTEAD, M.D.

Scott Halstead qualified in medicine at Columbia University College of Physicians and Surgeons, and
was a house officer in medicine in New York at Bellevue Hospital. He was commissioned in the U.S. Army
Medical Corps in 1958, and compiled a distinguished record at the 406th General Laboratory, the U.S. Army
SEATO Medical Research Laboratory in Bangkok, Thailand, and WRAIR. His work embraced the field of
virology, and he made major contributions to the understanding of dengue hemorrhagic fever and the
immunopathogene ,is of shock in this epidemic vi-al disease.

Scott contributed to the Commission on Viral Diseases, specifically in arboviruses. He has been
Associate Director and Acting Director of the Health Sciences Division of the Rockefeller Foundation while
.serving simultaneously as a member of the AFEB.
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Armed Forces Epidemiological Board and Committee Directors
16-17 April 1987

Left to right- Leonard T. Kurland, M.D.; Walter R Dowdle, Ph.D.; Samuel D Thompson, P'h.D.; Frank B
Engley, Jr., Ph D.; Ronald C Shank, Ph.D.; Richard B Hornick, M.D; William R Harland, M.D.; Frank M.
Townsend, M.D.; Llewellyn J. Legters, M.D.; and Colonel Robert A. Wells, Ph.D., MSC, USA, Executive
Secretary.

Left to right: Carol J. Johns,IM.D.; Abram S. Benienson, M.D.;, Theod oi e E Woodward, M D., President of the
Board; Paul M. Densen, D.Sc.; and William S. Jordan, Jr.; M.D.
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On 26 May 1989, Lt. Colonel James Le Duc briefed the Board on the current status of Hantaan virus
infection and KHF. He recalled that during 1951 and 1952, many medical scientists with capabilities in
virology, epidemiology, and clinical medicine worked with military medical officers in Korea on the
hemorrhagic fever-renal syndrome. The Board had formed a Hemorrhagic Fever Commission, which
was directed by Dr. Joseph E. Smadei and Dr. Marshall Hertig. In spite of intensive research, the
Commission did not find the viral cause of this hemorrhagic disease. Not until two decades later did a
Korean scientist, Dr. Ho Huang Lee, identify the causative agent.

Dr. Le Duc described the serological results of the lyophilized serum samples that Dr. Smadel had
arranged to have collected and stored at WRAIR twenty years earlier. Commission workers had taken
pains to collect acute (early) and late (convalescent) serum. IgM and IgG assays were tested for Hantaan
virus infec'ion and urban-rat-associated Seoul vius with the p!aque-reduction neutralization test and
enzyme and antibody-capture immunoassays.

Most of the sera from the 245 patients tested showed anti-Hantaan virus antibodies; IgM titers
reached their maximal levels within the first few days of illness. IgG titers rose more slowly and reached
their maximal levels during the second week of illness. Measurement of lgM specific antibodies appeared
to be the method of choice for early diagnosis of Hantaan virus infections.

In the United States, Dr. Le Duc has collaborated with Dr. James Childs and his associates at The Johns
Hopkins School of Public Health on a surveillance of Hantaan virus infection in Baltimore rats. Adult rats
taken in urban Baltimore neighborhoods showed evidence of the infection in as much as 50 percent of
some populations. Attempts are being made to equate hemorrhagic fever virus infection in patients with
significant proteinuria, hypertension, and a history of cerebrovascular accidents. The primary focus of
the study was inner-city black patients. The thesis under consideration is whether Hantaan viras
infections are responsible for a portion of the patients who have chronic renal disease and hypertension.
Investigators found that persons who tested seropositive for Hantaan virus fell into the group with
chronic renal disease, hypertension, and cerebrovascular accidents. Since acute infection has not been
detected in such patients, it is conceivable that subacute infection could lead to chronic renal disease.

AFEB CONTRIBUTION TO
CARDIOVASCULAR SCREENING OF

SOLDIERS AGED 40 AND OLDER

On 26 October 1987, Brig. General James H. Rumbai-gh, MC, transmitted a memorandum on behalf
of the Surgeon General of the Army to the President of the AFEB. That memorandum tollows:

SUBJECT: Review of the 40 and Over Cardiovascular Screening Program

1 The Army revised its Physical Fitness Program in June 1981 to require soldiers 40 years ot age and older to
take the semi-annual PT test, from which they had been excused since WWII. To preveni exercise-related deaths, a
cardiovascular screen is administered as part of the periodic physical examination which is done every years. The
screen is a multiphase evaluation, a risk-factor analysis, a cardiology consult and exercise tolerance test, nuclear
studies and coronary angiography, and a fourth phase of medical or surgical treatment.

2. Clearance before entrance into the Army's physical training and testiag program is required of all soldiers
4 *-ear- of age and older. Clearance may occur during any phase, progressively smaller numbers enter phases II,

Ind IV.
3 The Army has screened over 100,000 active-duty soldiers. The data are contained in a computer registry at

The Armed Forces Institute of Pathology (AFIP), Washington, DC. The Chief of Staff of the Army intends to extend
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this program to the 152,000 over-40 members of the Reserve Components, National Guard, and Army Reser% e.
4 A Blue Ribbon Panel of Medical Experts endorsed the program design and objectives during a meeting at

Walter Reed in December 1986. 1 also desire the AFEB to conduct its own comprehensive analysis of the Army's 40
and Over Cardiovascular Screening Program as to its scientific validity and value to the Array. If you can undertake
this task, please advise me of the time and resources required to accomplish it. Members of my staff and AFIP will
assist you. POC for further information is Colonel Manmohan V. Ranadive, MC.

FOR THE SURGEON GENERAL.

James H. Rumbauigh
Brigadier General, MC
Director, Professional Services

After consulting with appropriate authorities, the Board formed the ad hoc Subcommittee for the
Study of Cardiovascular Screening of Soldiers Aged 40 and Over, which would review the Army's
Cardiovascular Screening Program (CVSP) and provide guidance on soldiers aged 40 and older. It met
on 27 January 1988 at the Mayo Clinic, in the splendid facilities of the Mayo Foundation in Rochester,
Minnesota. Dr. Leonard Kurland was the host for the meeting. A delightful dinner in the Mayo
Foundation Residence for Fellows, the former residence of Dr. Charles Mayo, was served. After dinner,
I gave a short talk about the AFEB, emphasizing its early history, the founders, and their contributions.

The ad hoc Subcommittee comprised: William P. Castelli, Director of the Framingham Heart Studies;
Roland N. Shamburek; L. Thomas Sheffield; David Ballard; and Thomas E. Kottke.

Board members who participated were: William R. Harlan, Chairman of the ad hoc Committee;
Leonard Kurland, Lewellyn Legters (who was unable to attend), Robert A. Wells, Executive Secretary;
and me. Military representatives who participated were: Lt. Colonel William FitzGerald, USA, MSC;
Colonel James R. Hickman, Jr., USAF; Colonel Manmohan V. Ranadive, USA, MC; and Major Jerel
Zoltick, USA, MC.

The questions that the Surgeon General of the Army had posed to the Board were contained in the
following 1987 memorandum:

MEMORANDUM FOR THE ARMED FORCES EPIDEMIOLOGICAL BOARD

SUBJECT: Questions on Cardiovascular Screening of Soldiers Age 40 and Over

1. Does the available data collected in the 40 and over Cardiovascular Screening Program (CVSP) justify
cc.itinuation of the program for active duty populations and its extension to the reserve component?

2. Has the CVSP prevented exercise-related sudden death or decreased mortality and/or morbidity from
coronary artery disease?

3. If the CVSP he..i merit in previously sedentary populations, should it be continued in active duty populations
now engaged in varying degrees of exercise just when they reach age 40?

4. Does the data justify repeating CVSP every 5 years?
5. If the CVSP should be continued, how can the screening criteria be modified to decrease the number of false

positives requiring Phase II screen?
6. If the data collected since the inception of the CVSP in 1981 are not adequate to answer some of the above

questions, how should the data collection be modified or what additional data can be collected to answer these
questions in the future7

7. Should the existing physical fitness standard., be changed? E.g., should over-50 populations be exempted
from the APFF test or should these standards be relaxed to make it safer?
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WILLIAM R. HARLAN, M.D.

Bill Harlan was first affiliated with the AFEB in 1974, when he served on an ad hoc Committee while he
was Professor of Medicine at Duke University School of Medicine. At this time, he was actively involved as
-in advisor to the A merican Heart Association. That ad hoc group, which was appointed by Herschel Griffin
when he was President of the AFEB, made key recommendations regarding the desired weight and blood
pressure measurements for military personnel. Most recently, Bill chaired the ad hoc Committee on
Cardiovascular Screening torl:-1diers Age40and Older. Thissignificant report was rendered on 7 April 1988,
and for this work, the AFEB is in his debt.
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COLONEL
MANMOHAN V. RANADIVE, MC, USA

Director, Health and Fitness Division

LIEUTENANT GENERAL
QUINN H. BECKER, MC, USA

The Surgeon General
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8. Should the present program of screening for detection of asymptomatic significant coronary artery disease
be replaced by a program of screening for coronary risk factors and risk factor modification?

9 Is there a medico-legal (or standard of practice) requirement to provide state-of-the-art cardiovascular disease
screening program every five years just because an organization requires individuals to undergo mandatory
physical fitness testing every six months?

10. In the present CVSP an individual with two or three risk factors (smoking, high cholesterol, etc.) can pass
the treadmill test and be cleared to take the APRT. Does the program give this individual a false sense of security
and would getting clearance on the treadmill test act as a disincentive for this individual to change risk factors?

FOR THE SURGEON GENERAL

Mannohan V. Ranadive
Colonel, Medical Corps
Director, Health & Fitness Division

The ad hoc Subcommittee members reviewed extensive data and experiences in the Army, Air Force,
foreign military services, and the U.S. civilian sector pertinent to the questions at hand. The primary focal
points for discussion were (a) whether CVSP has prevented exercise-related sudden death, and (b)
whether the screening program has decreased overall morbidity and mortality from coronary disease.

Screening for occult coronary artery disease was initially developed to evaluate personnel 40 years
of age and older, to reduce fatal and non-fatal coronary events as those personnel increased their physical
activity for the mandated Army Physical Fitness Test (APFT). An observational study by Zoltick, et al.,
which analyzed 188 cardiovascular deaths in the Army since 1981, indicated that screening did not
successfully identify those who had fatal episodes when coronary artery disease was the primary cause
of death. (References for these studies include Zlotnick,J. M., McAllister, H. A., and Bedynek,J. L.Jr. The
United States Army Cardiovascular Screening Program. J. L. Cardiac Rehab. 4:530-535, 1984; Whitney,
E. J. and Boswell, R. N. Cardiovascular Risk Modification: A Multidisciplinary Approach. Military
Medicine 151: 473-477, 1986; and Hatsell, C. P. and Gaughan, D. L. USAF Health Evaluation and Risk
Tabulation Program. Military Medicine 148: 122-126, 1983.) Although the relative risk of a fatal
cardiovascular event was less for those "cleared" by CVSP, over half of the deaths occurred in those
"cleared to take the APFT." Air Force studies of flight personnel over 40 years of age have found similar
difficulties in identifying occult coronary heart disease without performing invasive studies. Parentheti-
cally, a review of a British study of the physical fitness training and testing programs suggested that
coronary deaths were not increased significantly during exercise. After all available data were consid-
ered, the ad hoc Subcommittee concluded that there was no evidence to suggest that cardiovascular
morbidity and mortality had decreased as a result of the screening program of soldiers aged 40 and over.

At its 7 April 1988 meeting, the AFEB heard Dr. Harlan's report of the ad hoc subcommittee. After
thorough discussion, the Board approved the following memorandum on cardiovascular screening, and
transmitted it to the Surgeon General of the Army:

1. There is no need to screen personnel who have been previously active, have passed the Army Physical Fitness
Test (APFT), and who continue to exercise regularly and vigorously without symptoms, solely because they have
reached the age of 40 years.

2. The panel reviewed the requirements for expanded studies of the program in weighing options for enhanced
clarification and improvement of the program. [The AFEB recommends that:l

An in-depth evaluation of the effect of the Cardiovascular Screening Program (CVSP) on
exercise-related death should be conducted. This should include a comparison of death
rates beforethe initiation of theprogram with thoseduring the program, and to theextent
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possible, the circumstances surrounding events. A study on age-specific, cause-specific
death rates (not necessarily exercise-related) before and during the program should be
performed. Collection of this baseline would seem essential in determining the effective-
ness and the quality control of the program.

3. The current multi-phase approach used in CVSP was reviewed to identify more efficient and effective
approaches to risk screening and interventions. A concern with primary screening criteria has been the high false-
positive referral rates for subsequent cardiovascular consultations. It was determined that personal and family
medical history, e.g., regarding blood pressure, coronary disease, diabetes, smoking, etc., is often poorly completed
and/or poorly scored and probably not sufficiently specific to be useful. [The AFEB recommends that:l

Emphasis be placed on the most reliable of conventional risk factors combined with
follow-up counseling and intervention and instructional guidelines for behavior modi-
fication. Appropriate coronary risk factor analysis should be continued during routine
periodic medical examinations. Emphasis must be placed on improving the measure-
ment of total serum cholesterol and HDL cholesterol with standardization using Centers
for Disease Control (CDC) criteria. Other risk factors should include blood pressure
measurement and a review of daily smoking status. A total cholesterol to HDL ratio of
6.0 or greater, or the presence of 3 combined risk factors, namely, cigarette smoking (10
cigarettes or greater a day), a blood pressure of 160/90 or above, and a serum cholesterol
greater than 250 mg/dl suggest an individual may be at significantly greater cardiovas-
cular risk. Based on these criteria, it was felt that the number of such soldiers requiring
Phase 1I cardiovascular evaluation and treadmill testing should be small. Phase II
screening with treadmill exercise for any other criteria is not indicated.

4. Individuals who have significantly abnormal treadmill tests, as described below, should be referred for
cardiac catheterization without nuclear studies.

a. Criteria for significantly abnormal treadmill tests:
(1) = less than 2 mm ST horizontal or downslope depression at 0.08 msec at 60% or less
age adjusted maximal workload (generally greater than = 8 METs or 27 ml/kg/min).
(2) ST depression remains abnormal longer than 2 minutes post exercise.
(3) = less than I mm ST depression accompanied by chest pain.
(4) blunted blood pressure with = less than 1 mm ST depression with early exercise at
greater than 80% maximum workload.

b. Nuclear testing should be reserved only for those individuals who have treadmill tests that cannot be
adequately interpreted by conventional criteria because of abnormal resting ECG; e.g., LBBB, abnormal ST orT wave
changes.

c. Individuals with abnormal treadmill tests who do not fall into either of the above two categories would
receive no further diagnostic cardiovascular tests. They should be given counseling for risk factor reduction and
individualized exercise prescription. IThe AFEB recommends that:l

Asymptomatic active persons with risk factors do not need treadmill testing every five
years but should be followed with counseling and intervention to correct unhealthy
behavior, and, if they are already exercising, encouraged to continue a regular aerobic
exercise program.

5. A review was conducted of APFT standards among soldiers of different age groups. It is understood that
given current testng requirements within the Army, most soldiers should have remained relatively active underage
50, and should be able tosafely participate in physical activities commensurate with the current APFT requirements.
After consideration of these factors, the Board recommends that:

The APFT standards be relaxed for soldiers over 50 years of age, more importantly to
protect individuals excercising in this age group, an individualized exercise program
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should be part of the screening program and their duties should be less physically
demanding.

6. In evaluating the overall Army CVSP, it was felt that certain general parameters should be altered or
eliminated. The current program does not serve as an incentive for behavioral change that would modify ritk factors
or increase physical activity. In fact, clearance by CFSP may falsely reassure the individual that behavioral change
is not needed to be considered healthy and thus lead to continuance of unhealthy lifestyles. The Board recommends
that:

A medical screening program for risk-factor detection and modification be developed as
the most promising means of improving health and decreasing the risk of coronary
related episodes. An individually graded exercise (2-3 times weekly) with pulse
monitoring is prescribed to increase the physical activity and aerobic capacity of all
soldiers, particularly those over the age of 40. The current design of the 40-and-over
CVSP appears not to serve as an incentive to modify life-endangering behavior into
healthier lifestyles. There is no compelling rationale for continuing the current CVSP in
active duty soldiers or to extend it to the reserve component.

FOR THE ARMED FORCES EPIDEMIOLOGICAL BOARD

Theodore E. Woodward, M.D.
President, AFEB

Robert Wells, Ph.D.
Colonel, MSC, USA,
Executive Secretary

When he retired asSurgeon General of the Army in June 1988, Lt. General Quinn H. Becker expressed
his appreciation to the Board for its assistance in helping to solve some of the aforementioned issues:

Dear Dr. Woodward:
With the approach of my retirement, I want to thank you for your service as President of the Armed Forces

Epidemiological Board (AFEB).
You have played a key role in many critical decisions of great importance to the Armyand its sister services. Your

contributions have involved an arravof multi-billion dollar issues including Acquired Immunodeficiency Syndrome
(AIDS), Asbestosis, Agent Orange, Cardiovascular Screening and the M2 Bradley Fighting Vehicle. Both your
professional knowledge and your leadership are greatly revered by others including myself. I depart my post
knowing that our nation is in good hands thanks to your talented and patriotic service to the Board.
Warm regards.

Sincerely yours,

Quinti H. Becker
Lt. General, U.S. Army
The Surgeon General
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PART III

The End of the Decade
and

The Golden Anniversary Celebration

The activities of the AFEB continue. Some diseases have been conquered or have become less
significant militarily, for example, enteric diseases such as the dysenteries, rickettsial diseases such as the
typhus fevers, and the encephalitides, as well as poliomyelitis. New diseases such as AIDS appear and
raise the specter of catastrophic debilitation in both the military and the civilian populations. Other
diseases such as malaria have not been conquered, only partially controlled with our current best
knowledge. Pathogenic microorganisms continue to plague mankind and the best minds in military and
civilian medicine will continue to combat them. The section that follows summarizes some of the military
and medical problems that the Board confronted and advised upon during 1989.

Streptococcal Infections

Beginning in 1983 and peaking during 1987 and 1988, the Army Medical Service and the Department
of the Navy reported a significant increase in streptococcal pharyngitis, particularly among recruits.
Approximately one percent of those patient shown to have pharyngitis developed acute rheumatic fever.
No obvious cases of streptococcal-induced pharyngitis occurred among Air Force personnel during this
time, and there werealso nocasesof acute rheumatic fever. The prompt use oi penicillin, or Erythromycin
in those persons with a history of penicillin sensitivity, led to a sharp decrease in the incidence of
streptococcal pharyngitis and its sequelae in Army and Navy personnel.

The AFEB was kept informed of these developments; the problem was discussed in considerable
detail at the meeting of the Subcommittee on Infections at WRAIR on 16 February 1989. The three
recommendations that the Board formulated on penicillin prophylaxis for streptoc occal diseases, which
were effectively applied, were that:

1. A selective streptococcal monitoring program should be continued at each Navy,
Marine Corps, and Army recruit facility.
2. Chemoprophylaxis options should be tailored to the specific areas with the options to
include (a) continued year-round programs [in populationsl with high rates, such as in
the Marine Corps recruits or when data suggest Bicillir is warranted, i.e., an incidence
of infection of 10 per 1,000 per week, or more, of clinically confirmed streptococcal
infections; (b) seasonal administration from October to April if monitoring data suggest
a low summer rate; and (C) no prophylaxis if rates have historically been low throughout
the year.
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3. Studies should be undertaken in areas with high rates, such as Marine Corps recruit
depots, to (a) examine the desirability of administering a second dose of Bicillin four
weeks after the first to prevent a second peak of streptococcal illness during recruit
training; and (1') determine the occurrence of streptococcal skin infections, particularly
in the summer months, as a justification for Bicillin prophylaxis.

Hepatitis Vaccines

The Board has bee:n identified with the development and useof hepatitis vaccines for several decades.
Hepatitis is a serious military medical problem with significant morbidity and loss of time from work.
(The problem had become quite apparent in 1986, with a high incidence of hepatitis among military
personnel stationed in Korea.) Discussions among the members of the Subcommittee on Infections and
the military's Preventive Medicine Officers made it apparent that immunization of the entire military
force against hepatitis B infection was advisable. Because of significant fiscal constraints, however, such
a program was not feasible. A regimen other than the standard subcutaneous injection of vaccine, such
as the intradermal route, was suggested as a way to reduce the costs and still provide appropriate
protection. Screening trials were conducted using a two-dose intradermal injection of 0.1 ml vaccine.
When it became apparent that adequate antibody protection resulted, recommendations were made for
all military personnel assigned to Korea and other areas of high incidence to be so immunized. The
conventional full-dose regimens were recommended whenever they were feasible.

The AFEB also recommended, in a separate action, that hepatitis B vaccine be administered to all
health-care workers and to inmate personnel in U.S. disciplinary barracks.

During its meeting of 28-29 September 1989, the AFEB responded to questions relating to reduced-
dose regimens for recombinant hepatitis vaccines. Recombinant hepatitis vaccines are not generic, and
reduced doses of hepatitis B vaccines prepared by different manufacturers may or may not be equally
immunogenic. Studiesby various investigators had revealed that one-fourth (2.5 mcg) to one-half (5 mcg)
of the currently recommended 10 mcg doses of Merck, Sharp and Dohme's recombinant vaccine
(Recombivax-I IB) are highly immunogenic for adults up to the age of 30. As of this date, reduced-dose
data of the Smith, Kline, Beecham vaccine (Engerix B) are not available. Accordingly, the AFEB
recommended:

that a reduced dose of 5 mcg of the Merck Recombivax-HB vaccine may be used for the
immunization of adults up to the age of 30. The recommended dose of Energix B should
be 20 mcg until studies indicate that a reduced dose is immunogenic and effective.

During these discussions, the Board leaned heavily on Dr. Saul Krugman for advice and guidance.
His broad and authoritative experience in the fields of hepatitis and its control by hepatitis vaccines has
made him an important resource, not only for the Board, but also for the nation.

A Problem with the jet Injector Gun

During a Board meeting in June 1986, Captain Michael Stek, Jr., MC, USN, presented data and press
clippings that suggested that a contaminated jet injector gun, which had been used at a private clinic in
California in 1985, was responsible for causing hepatitis in sixty-four patients. The possibility was also
raised that HIV infection might be transmitted by the jet gun when biological products, such as gamma
globulin, were administered. After numerous meetings, the Board recommended, in March 1988,

that the jet injector gun be used only with authorized military technical parts and that it
be sterilized according to standard procedures.
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SAUL KRUGMAN, M.D.

A 1939 graduate of the Medical College of Virginia, Saul trained in pediatrics at Btllevue Hospital in
New York, and received his research training there under an NIH fellowship. lit 1960 he was appointed
Chairman of the Department of Pediatrics at New York University School of Medicine, and he directed the
pediatric service at Bellevue Hospital. Saul Krugman is one of this country .s most distinguished research
pediatricians. and he is one of our foremost authorities on hepatitis

The AFEB and its Commission- on Virus Diseases and Hepatitis have profited from his advice. He has
been one of the AFEB's most faithful contributors. His comments are concise and. if the information desired
is unavailable, he takes or suggests the steps needed to find the answer. He is scholarly and gracious. Z.Id
the AFEB is in his debt.
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Furthermore, the Board stated that thechanceof transmitting HIV infection through gamma globulin
given by jet injector was too remote to be significant. Those persons most responsible for formulating
these decisions and recommendations had previously had extensive experience with the jet injector; Dr.
Abram Benenson had worked with it since it w;.s developed.

Continuing Recommendations on Malaria

During the September 1986 meeting of the Board, and during subsequent meetings of the Disease
Control Subcommittee and the Board, the problem of malaria was always discussed. In view of the
complexity of the problem, the Board recommended that military medical research on malaria concen-
trate on two major research areas: (a) the search for effective drugs for themoprophylaxis and treatment,
and (b) the development of effective vaccines.

At the request of the Department of Defense's Office of Health Affairs, the Board studied malaria-
research programs currently underway in both the military and civilian sectors, and determined that the
military malaria-research programs were appropriately integrated with other federally sponsored
programs. There had been, for awhile, the appearance that the efforts were not appropriately coordi-
nated. It became clear that the United States Agency for International Development (USAID) and the
military groups had somewhat differing objectives, and thus were not in conflict. The search for an
effective vaccine continues and is greatly needed.

At the request of the Army Surgeon General, the AFEB considered the matter of Mefloquine
prophylaxis during its 28-29 September 1989 meetings. The questions posed to the Board related to (a)
confusion that might arise from a complicated prophylaxis schedule, and (b) the potential side effects
such as dizziness and psychotic behavior that might occur in patients taking the medication. The
Subcommittee on Disease Control discussed the problem in considerable detail and was aided by Dr.
Hans 0. Lobell of the Centers for Disease Control and other expert consultants. Based on eC-pert
consideration of the relevant data, the AFEB recommended that:

Mefloquine should beused for the prevention of malaria in dosesof 2'-0 mg. with the first
dose given immediately prior to deployment, then weekly continuously during expo-
sure and for three weks thereafter. Standard terminal prophylaxis for P. izhux and P.
owle should be given, when indicated. The need for a loading dose of Mefloquine
requires further evaluation and is not recommended at this time. The Board recom-
mends Mefloquine or Doxycycline use in military perannel deployed to areas of
Chlorocluine-resistant P. haieiluntmn malaria until to~icitv re-ctions are clarified defini-
tively.

In addition, the AFEB made the follOwing recommendations regarding the use of Mefloquine for
military personnel in flight status:

Pight personnel should be eXempted from the use of Mefloquine until advense neurol-
ogic and physiot ogi, ktfets are studied using the above dosage regimen and are found
to be insignifica.. Should these results prove unacceptable from the standpoint of
military effectiveness. including the function of flight personnel, further research will be
required to determine minimal effective dosage regimen- and blood levels necessar " for
prevention of P. ! ilkjurn, infection i susceptible adults.

The Encephalitides

Japanese B Encephalitis. In 191. a U.S. Air Force general stationed in the Far Fast became ill with
japanese B encephalitis. Better control measures, particularly with the use of vaccines, promptly
attracted attention. The potential for Japanese B encephalitis applied particularly to those military
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Armed Force,, Epidemiological Board and Committee Directors
25-26 February 1988

Left to right: Frank B Engley, Jr., Ph.D.; Samuel D. Thompson, Ph.D.; Richard D. Remington, Ph.D.;
Ronald C. Shank, Ph.D; William~ R. Harlan, M.D.; and Colonel Robert A. Wells, Ph.D., MSC, USA,
Executih e Secretary.

Left to right: WalterlR Dowdle, Ph.D.; William S. Jordan, Jr., M.D., Abram S. Bensenson, M.D.; Theodore
E Woodw~ird, M.D., President of the Board; Frank M Townsend, M.D.; and Leona.rd T Kurland, M.D.
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Vie Arynld Forces ElPideniiologicaI Board

Armed Forces Epidemiological Board and Committee Directors
February 1989

Seated, left to right. Dr. Carol J. Johns; Dr. Abram S. Benenson; Dr. William E. Mayer, Assistant Secretary of
Defense for Health Affairs, Dr. Theodore E. Woodward, President of the Board, and Dr William E. Jordan, Jr.

Standing, left to right. Dr. John Doull; Dr. Frank B. Englev, Jr., Dr. Richard B. Hornick, Dr. Scott B. Halstead,
Colonel Robert A. Wells. MSC, USA, Executive Secretary of ;h,? Board; Dr. -rank M. Townsend, Dr. William
R. Harlan; Dr. Norton Nelson; Dr. Llewellyn)I. Legters; and Dr. Leonard T. Kurland.
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personnel stationed in Korea, Thailand, the Philippines, and China.
Inactivated vaccines used extensively by the Japanese were reputed to cause minimal side reactions

and to have a protective efficacy rate of 90 to 95 percent. Attenuated Japanese B vaccines had been under
development in Japan for a number of years, altb' igh the degree of protection and the potential for
vaccine virus conversion were not fully known. In 1986 and in subsequent years, the Subcommittee on
Infections and the Board concluded that both inactivated and attenuated Japanese B vaccines should be
used selectively, as determined by local command decisions. Military scientists were ad, ised to continue
trying to work out the details until more reliable data became available.

California Virns Encephalitis. In April, 1987, the Board was apprised of the prevalence of California
virus (LaCross) encephalitis (CVE), whic', occurs in the mid-United States. Other forms of arthropod-
borne encephalitis (arbor viruses) are western and eastern equine encephalitides and St. Louis encepha-
litis. Chikungunya, dengue, and yellow fever are related viral illnesses that differ in their clinical
expressions.

Dr. Thomas Monath, a very capable entomologist from the Arbor Virus Center in Denver, reported
on thp importance and prevalence of Acdes albopictus, a good transmitter of CVE. This mosquito is found
in abut twelve states, including Mississippi, Alabama, Louisiana, Texas, Illinois, Florida, and California.
A. albopictus transmits CVE horizontally and transovarially more avidly than does A. aegypti. This
mosquito was apparently imported into the United States via old tires acquired from various parts of the
world, particularly the Far East. Approximately 16 percent of such tires hold water that is contaminated
with either ova or larvae of A. albopictus. Viable ova in tires can be inactivated with methyl bromide gas
fumigation, but the most cost-effective method to inactivate the ova is to heat the tires to 100' C. The
reason that the old tires were imported into the United States was never elucidated.

A Historical Footnote. An attenuated Venezuelan equine encephalitis vaccine that was developed
at USAMRIID under AFEB and the Commission of Epidemiological Survey sponsorship was used in a
massive field control program in Central America, Mexico, and Texas in 1971. The vaccine stopped an
eipzootic of encephalitis. This epidemic, if uncontrolled, not only would have destroyed much of the
aorse population in the United States but also would have infected large numbers of humans.

Board Briefing on Lyme Disease

At its meeting on 25 February 1988, Major (P) Donald Driggers, MSC, USA, and Commander David
Trump, MC, USN, briefed the AFEB on Lyme diseasc. This affliction is potentially of massive importance
to both the military and the public in many areas of the continental United States. Many epidemiologists
believe that, were it not for the advent ot AIDS, Lyme disease would now be the nation's primary
infectious disease problem. Incidence of the disease is steadily rising in the United States, more
commonly among males, and with widespread distribution. Rodents ar.d deer are the favorite hosts of
the tick vector, Iyodes daininini. Birds may be responsible for the widespread distribution of the infected
ticks. Central nervous system signs are often early manifestations of this infectious disease, and
troublesome arthritis is a common late sign. The need for early specific treatment was emphasized. Due
to the extreme importance of this disease, the Board will continue to monitor progress and events in this
area.

Continuing Recommendations on Human Immunodeficiency Virus

On 20 September 1989, the Surgeon General of the Army requested that the AFEB discuss Zidovudine
(AZT) and make recomm,.adaions regarding its use in the armed forces. In particular, the Surgeon
General asked that the Board consider AZT as it is used to treat patients in the early stages of Human
Immunodeficiency Virus (HIV) infections, both now and in the immediate future.
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At its 28-29 September 1989 meeting, the AFEB considered in some detail the issue of AZT
chemotherapy in military patients infected with I'IV-I. The Board's experts presented the current
knowledge. AZT is an expensive drug that, according to the limited information available, may prolong
the lives of patients with AIDS But the drug may also be associated with additional problems, such as
developing resistance to AZT and other drugs or developing other adverse effects from long-term usage.

The use of AZT signals the advent of antiviral chemotherapy for this deadly infection. When the Food
and Drug Administration (FDA) approved its use in the treatment of certain patients with AIDS, some
in the medical profession were prompted to adopt this drug as the standard of care. The FDA gave its
approval based on significantly different outcomes of 281 patients. Currently, no subsequent promising
studies with confirmatory data have been released or published. By virtue of the unavailability of
complete data, the Board made the following statement:

Currently the AFEB cannot make any specific recommendations regarding the appropri-
ate therapeutic or prophylactic use of AZT. The Board recognizes that publication of the
pertinent studies, as well as a National Institute of Allergy and Infectious Disease
(NIAID)-sponsored consensus conference and other meetings, will occur shortly. At that
time, assessment of the effect of varying doses of AZT on therapeutic effectiveness and
associated toxicity will be available. Credible answers to questions raised by the military
can then be formulated.

In its deliberations, the Board recognized that a few strains of HIV-1 that are resistant to AZT have
been isolated, and that this resistance appears to develop when the drug is administered over long
periods of time. Furthermore, the virus's drug-resistance appears to cross over to other promising
experimental drug's. Hence, the AFEB recommended that:

Because of the potentially adverse influence of resistance on the efficacy of AZT, this
effect needs prompt additional clinical and in vitro study. The military anti-HIV drug
testing program is an excellent resource toasse s the significance of this resistance on the
future use of AZT and other drugs.

The AFEB further noted the implementation of the so-called "parallel track" program for drug
evaluation, wherein control prepare tions L t. mitted from studies on medications of potential use in the
treatment of patients infected with HIV-I. The Board was deeply concerned that this development might
make it difficult to assess newer drugs that might be effective. The Board therefore recommended that:

carefully designed studies on potential antiviral drugs be conducted by the military, in
addition to other establishments within the scientific community.

Important scientific contributions of the WRAIR group that included Lt. Colonel John Brundage, Lt.
Colonel Robert Redfield, Colonel Edmund Tramont, and Colonel Donald Burke assisted the Board in
fulfilling its advisory role on HIV-control in the military. They developed clinical and epid,.miological
data on HIV infections, formulated a helpful clinical classification based on the stages of the illness, and
sharpened the laboratory diagnostic procedures.

Military Readiness Issues Related To Worldwide Deployment

In March of 1984, Dr. William Mayer, the Assistant Secretary of Defense for Health Affairs, had
requested that the AFEB evaluate the current worldwide reporting systems of epidemiological data, with
reference to the prevalence of diseases and their incidence. The Board was asked to direct its attention
to the epidemiological information relating to potential trouole-areas of the world and to comment about
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those preventive measures best suited to insuring pre% entive control measures. (The complete report of
the ad hoc Committee, chaired by Dr. Paul Densen, that addressed these problems is found on pages
211-220.

One of the Board's important recommendations pertaining to the medical problems of rapid
deployment was that a physician-epidemiologist be appointed and assigned to the Armed Forces
Medical Intelligence Center (AUMIC) at Fort Detrick, whose major responsibilities would be to (a)
designate the diseases Frevalent in a countiy, (b) rank them in order of their military importance, and (c)
list the preventive measures necessary to deal with them.

The Board periodically addressed these important issues, but fiscal and other constraints caused
some delays. In the interim, Colonel Robert Wells, thc Board's Executive Secretary, and I visited AFMIC
at Fort Detrick. At this meeting, during the fall of 1988, the Board's views and wishes in terms of the
desired objectives were discussed. As a consequence of that preliminary discussion, during the February
198) meeting of the Board, Lt. Colonel H. Jack Baghdassarian, MC, USAF, gave an objcctive and complete
report directly related to the aforementioned subject. In his report, Colonel Baghdassarian detailed the
important epidemiological diseases country by country. The report described the tovography, climate,
water sources, animal threats, prevalent art!' opods, plant threats, hospital and other medical-treatment
sites, location of major air fields, and included a complete listing and description of the diseases of
operational importance. His exhaustive document represented a resource of considerable importance;
the Board unanimously recommended its adoption. The following description of Kuwait is excerpted
from Colonel Baghdassarian's excellent report:

KUWAIT

Location
Continent: NE Arabian Peninsula.
Borders: NW, N-Iraq, E-Persian Gulf, S,SW-Saudi Arabia
Capital: Kuwait City (2920N 4800E).
Majdr Cities: Hawalli (2917N 4800E); Mina Al Ahmadi (2900N 4800E), Al Jahrah (2920N 4749E), Khawr al

Mufattah (2921N 4755E); Al Shuaybah (2903N 4808E).
Local Time: ZULU +3, EST +8

Topography
General: 99% hot arid desert land I 1T cultivated land.
Subregions: Largely desert with small rolling hills, Kuwait Bay and urban/port concentrations along the Eastern

border.
MajorFeatures: Kuwait is locatea on a gradually sloping plain which rises westward from the Persian Gulf and

reaches a maximun- elevation of 951 ft at the extreme western border. The country consists primarily of
sandy, riverless desert with some oases and a few fertile patches. Although 90%' of Kuwait's roads are
paved, there are few major roads ;n the western desert area of the country. Kuwait Bay extends
approximately 30 miles :nland from the Persian Gulf on the central eastern border. The Jal az-Zawr
escarpment, reaching elevations of 475 ft, extends along the northwestern shore of Kuwait Bay. A natural
harbor and the capital city of Kuwait are located on the southern shore of the Bay and urban/port
concentrations extend southward along Kuwait's eastern border.

Climate
General: Essentially hot, desert climate with minimum rainfall. Summer precipitation is nearly non-existent

and temperatures often reach 125" F and occasionally go as high as 165" F. Kuwait'. annual 4 inches of
precipitation occurs almost exclusively in the winter and, even in the coolest months, temperatures are
comfortable averaging nearly 6,0" F.

Seasonal: Sand and dust storms occur throughout the year, but are especially common from March through
August.
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Climatic Brief: Kuwait International Airport (prepared 12 May 1980) [\T. Colonel Baghdassarian's report
contained a detailed weather chart here, which I have omitted. TE wI

Water Supply
Sources: There are no pe;manent water sources in the country. Desalinated, chlorinated sea water is the

principal water source for populated areas. Outlying areas rely on desertwells, waterholes and intermittent
surface water sources. These supplies are generally contaminated.

Potability and Treatment: The municipal water supply in Kuwait City is generally considered safe for drinking,
but bottled water is still recommended for consumption. In all other parts of the country, only bottled or
treated water should be consumed.

Electricity
[Current]

AC 50, V 240/415
Adapters

Plugs: Type C,D & G

Animal Threats
IN,. Colonel Baghdassarian's report contained tables of antivenin sources for and illustrations of animal and

plant threats in Kuwait, which I have omitted. TL IV

Snakes
Sea Snakes (Hydrophidae): Hydrophis spp. Lapemis curius, Pelainis platurus, Thalassoplhis viparinis
Desert Black Snake (Elapidae): Walterinnesia aegyptia,
Vipers (Viperidae). Cerastes cerastes gassperettii, Echis carmaatus pyraiitium, P-,eudocerastes perstcus per;tccus

Marine Invertebrates
Sea urchins,cones, nettles, octopuses, Portuguese man-of-war, and sea wasps (box jellyfish), inhabit the
coastal waters of Kuwait. Their venomous stings, toxic bites and/or contact irritants pose a potentially
serious threat to unprotected personnel.

Arthropods
Blister Beetles: (Cylindrothrox spp., Mylabris tenelrosa)
Centipedes: (Scolopendra spp., Scolopocriptops spp., Otostigmus spp.)
Scorpions: (Lehiurus quinquestraiatus, Androctonts crassicauda)
Spiders: (Latrodectus spp., Black Widow)

Plant Threats
Ingested plant parts of the commonly occurring jimson weed, juniper, lantana, castor bean, night shade,
oleander, or poppy can seriously debilitate personnel and, in severe poisonings, may be fatal. There are no
contact vesicant plants which pose a major threat in Kuwait.

Immunizations
WHO Recommendations: No vaccination requirements for any international traveler.
Military Requirements: Routine immunizations.
Note: State Department recommends gamma globulin.
HIV-ScreeningRequirements. The Kuwaiti government requires proof of negative AIDS testing from individu-

als applying for resident visas. Results of tests performed in the United States are accepted.

Additional Information of Operational Importance
The extreme heat in Kuwait will degrade unprotected medical supplies. Tablet, rather than capsule,
medications are recommended. All personal medications should be officially labeled and no alcoholic
beverages should be included with personal effects.

MEDICAL TREATMENT AND EVACUATION INFORMATION

Kuwaiti Hospitals in Kuwait City (2920N 4800E)
lbn Sina and Al Sabah Hospital Complcx (800+ beds) major rt ferral center, ambulance service, helipad, 76-bed
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burn care unit is scheduled for completion in Sep 1988, tel # 81200.
Mubarak Hospital (544 beds) most specialty services, ambulance service, tel #312725.
Amiri Hospital (400+ beds) general care facility, some specialty services, ambulance service, tel # 447589.

U.S. Medical Facilities: None identified.
U.S. Embassy: Bneid al-Gar, Kuwait (opposite the Hilton Hotel), tel #2424150-9

mailing address: P.O. Box 77 Safat, Kuwait, State of Kuwait
message address: 22039 HILTELS "Pass to American Embassy"

Major Airfields
Kuwait International (2913N 4758E) L-1 1152, W-150, joint military-civilian control, suitable for all aircraft.
AhmedAl JaberAB (2856N 4747E) L-10000, W-140, military control, daylight, visual operations only,

suitable for C-130, C-141B
JMRO: Rhein-Main AFB, Germany/AV #330-1110, X7426/7 COMM # 011-49-69-999-1, X 7426/7.

KUWAIT EPIDEMIOLOGY: DISEASES OF OPERATIONAL IMPORTANCE

Short-term Incubation Periods (Usually Less Than 15 Days)
Acute non-specific diarrhea (12 hours to 4 weeks)

General: Endemic. Occurs year-round.
Potential Agents: Entainoeba histolytica, Salmonella spp., Shigella spp., and enterotoxigenic Escherichaa colt

(resistant to ampicillin, sulphonamide and trimethoprim/sulphamethoxazole).
Transmission: Fecal contamination of food, water or fomites.
Prevention: Proper sanitation measures.

Cholera (usually 2 to 3 days, range of a few hours to 5 days)
General: Not endemic, but sporadic outbreaks occur in immigrant populations during late summer

months. 113 imported cases in 1985,38 in 1986.
Agent: Vibrio cho!erae.
Transmission: Fecal contamination of water or food contaminated by dirty water, feces, soiled hands or

flies.
Prevention: Standard sanitation measures.

Crimean-Congo hemorrhagic fever (CCHF) (3 to 12 days)
C:i eral" Virus has been isolated from Kuwaiti Bedouins who commonly cross into bordering countries

which have reported CCHF.
Agent: Crimean-Congo Hemorrhagic Fever Virus, a Nairovirus.
Transmission: Bite of an infective adult Hyalonmma spip. tick.
Prevention: Avoidance of tick-infested areas and animal hosts. Frequent tick inspections and proper

removal techniques. Tick repellents.
Dengue (usually 5 to 6 days, range of 3 to i5 days)

General: May be present in the Persian Gulf area, but current incidenceand distribution data not available.
Agent: Dengue virus, types 1-4, Flaviviruses.
Transmission: Bite of an infective Aedes spp. mosquito.
Prevention: Proper sanitation measures and vector control. Insecticides, insect repellents, and bed nets.

Malaria (12 days)
General- Not indigenous but potential vectors are present. About 500 imported cases occur annually.
Agent: Plasinodiunn spp.
Transmission: Bite of infective female anopheline mosquito.
Prevention: Propersanitation measures and vectorcontrol. Insecticidesand insect repellents. Suppressive

drugs.
Sand Fly Fever (usually 3 to 4 days, range of 3 to 6 days)

General- Known vector, Phelotomnus papat.isi, is present, but incidence data from Kuwait not available.
Disease is reported from bordering countries,
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Agent: Sandfly fever group of viruses, Pleboviruses.
Transmission: Bite of an infective sandfly.
Prevention. Avoidance of sandfly-infested areas. Destruction of animal hosts. Insecticides and insect

repellents.
Typhoid and Paratyphoid (1 to 3 weeks)

General: Cases occur, about 200 annually.
Agent: Salmonella tyiphi, S. paratyphi.
iransmission: Fecal contamination of water or food (especially shellfish, dairy products) contaminated

with causative agent(s).
Prevention: Proper sanitation measures.

Viral Hepatitis (15 to 50 days, average 28 to 30 days)
General: Hepatitis A is highly endemic. A 1985 survey showed 98x of the native population over 20 was

serologically positive, indicating childhood acquisition of the disease.
Agent: Hepatitis A virus.
Transmission: Person to person or the fecal oral route.
Prevention: Proper sanitation measures and personal hygiene. Prophylactic doses of gamma globulin.

Long-term Incubation (Usually More Than 15 Days)
Leishmaniasis (week to many months)

General: Small, but increasing number of cutaneous cases reported. Known vector, Phlebotonius papatasi.
is present, but no zoonotic reservoir has been identified. The disease may not be endemic.

Agent: Leishnania trotlica, L%'. major, Le. aethiopica.
Transmission: From the zoonotic reservoir through the bite of infective female phlebotomines (sandflies).
Prevention: Elimination of sandfly breeding sites. Residual insecticides. Destruction of animal reservoirs.

Schistosomiasis (2 to 6 weeks)
General. Not currently reported in Kuwait, but S. haeniatobium is highly endemic in the Tigris and Euprates

waterways of neighboring Iraq.
Agent: Schistosoina ,mafsoni, S. haemnatobiutn.
Transmission: Free swimming larvae pentrate human skin immersed in contaminated fresh water

sources.
Prevention. Prevent exposure to contaminated water. Vigorous towel drying followed by applications of

707c alcohol to skin surfaces wet with suspected water. Reduction of snail habitats and use of
molluscicides on snail breeding sites.

Additional Epidemiological Notes
Sexually transmitted diseases

Gonorrhea and syphilis ocur, but incidence data are not available.
Penicillin-resistant gonorrhea (PPNG) has been reported.
One case of AIDS had officially been reported as of 31 May 1988.

Rabies
Reported to be endemic in Kuwait; reservoirs include cats, dogs, wolves, and jackals.

Hehninthic infections
Intestinal helminths, especially ascarids (transmitted by ingestion of eggs on soil-contaminated foods), are
widespread.

Brucellosis
Wide,.pread throughout the Middle East, has been increasing in inzidence in Kuwait where the consump-
tion of fresh milk accounts for most intections.

AFEB Support of the Medical Follow-Up Agency

The Board met at Parson's Island, Maryland on 28-29 September 1989. The following agenda shows
the topics discussed, together with the participants, and provides a glimpse at the wide scope of Board

concerns:
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AGENDA

ARMED FORCES EPIDEMIOLOGICAL BOARD

PARSON'S ISLAND, MARYLAND

Theodore E. Wooduwrrd, M.D.
President, AFEB

Wlliagm 5 Jordan, Jr., M.D.

Acting Chairman, Disease Control Subcommittee

Thursday, 28 September 1989

0825-0830 Opening Remarks
Dr. T. E. ItVikhward, Col. R. Welhs

08-30-0930 Army Question: Hepatitis B Vaccine
Cot. E. Takafu~gi. Dr. West, Dr. ftocia. Dr. Krugnr

09-V-1015 Antimalarial Drug Research Overview

1015-1115 Army Question: Meflotluine
Col. Takafi, Cmndr. Obrsrt. Dr. Schuster. Dr. Lobe!1

1115-1130 Foodx-ik-orne Outbreak Update
Lt. Cot. Wa~rner

11-30-1200 Team Spirit Exercise
Lt. Cmdr. I an-Aw. Mai. sane:~

1200-1300 Lunch

1300-1400 P'reventive Medicine Officer Reports
Col. Erdlfinann. Capt- Bi,,a. Lt. Co. Wright, Cmdr. maketa

1400-1500 Status Report: HIV in the Armed Forces
Col. Erdf,,,nn. Capt. Bina, Lt. Cot. WrAght. Cindr.Makela

1500-1615 Army Question: Zidovudine (AZT) Use
Col. Burke, Col. Os-ter. Cmndr. Mayvers

1615-1630 Streptococcu% Updiate
Lt. Cmndr. Gray

Friday, 29 September 1989

01400-0845 Med.ical Follow-up Agency
Dr. Robinzetle and Dr. PWe

0145-4)930 Pest Maniagement Boar
Col. Clegern

0930-1015 Theater Army Medical Management Information System (TAMMIS)
Maj. Fletcher

Status, Report on Influenza Vaccine
Dr. lordan.?

10 15- 104 5 Executive Svssion

1045-1200 Brunch and Departure
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The Armted Forces Epidemiologzcal Board

One of the most important agenda items for this meeting was a discussion of the activities of the
Medical Follow-up Agency of the Institute of Medicine of the National Academy of Sciences. Throughout
the past several decades, the AFEB has emphasized the need for a longitudinal, long-term, follow-up
system that would provide continuing information relating to current health-care practices, not only for
the treatment of the individual patient but also to provide information on changing trends and practices
in the various fields of medicine. The ensuing comprehensive discussion at this meeting of the Board led
to the following memorandum, which was transmitted on 3 November 1989, and follows:

MEMORANDUM FOR
The Assistant Secretary of Defense for Health Affairs
The Surgeon General, Department of the Army
The Surgeon General, Department of the Navy
The Surgeon General, Department of the Air Force
The Honorable Alan Cranston, Chairman, United States Senate Committee on Veterans Affairs

SUBJECT: Support for the Medical Follow-up Agency of the National Academy of Sciences

I. Throughout its distinguished history, the Medical Follow-up Agency (MFUA) has served the Armed Forces
by providing critical medical data of eminent practical importance. This information has been essential nct only to
the military, but has also served the long-term interests of the civilian health care community as well. This agency
is, in fact, a national resource which ultimately impacts on both our defense posture and the well-being of every
American.

2. Due to the realities of an ever-shrinking Federal budget, the existence of this key organization is now
threatened. Through a Congressional mandate last year, a panel, under the auspices of the Office of Technology
Assessment evaluated the status of the MFUA. As a result of the panel's recommendations, the agency is to be
continued for a five-year period with a budget of SO.5 million per year in core support-providing that these funds
will, in fact, be available. It is ironic that there may be difficulty in funding this relatively small amount for an
organization that has done so much good over the years. In the words of the Office of Technological Assessment
(OTA) working group, "There is a little dispute that the MFUA is the clear choice for studying long-term-effects of
military experiences (whether war-associated or incidental)."

3. The facts speak for themselves. The resources of the MFUA provide essential information to many long-term
studies of major importance. For example, the National Heart, Lung, and Blood Institute (NHLBI) of the NIH
collaborated with this agency in establishing twin registries for WWII and Vietnam veterans. These data have been
utilized on multiple occasions and have vielded scientific data on thegenetic relationships of cardiovascular diseases
and pertinent risk factors. There are many other examples which could be readily referenced, describing work by
the MFUA on coronary disease, cancer and stress, and related epidemiological studies which impact on the well-
being of us all.

4. At its recent meeting, the Armed Forces Epidemiological Board (AFEB) and its panel of experts devoted
considerable time to discussing the contributions of the Medical Follow-up Agency and the relevance of the
information to the military as well as to the public. The Board was unanimous in its strong recommendation that
funds must be committed to keep this agency viable. The AFEB, therefore, strongly encourages ongoing support for
the continued funding of the MFUJA. It is imperative that collaborative studies with this organization be expanded
so that there be a continuum in the utilization of this key medical information on into the future.

FOR THE ARMED FORCES EPIDEMIOLOGICAL BOARD

Theodore E. Woodivard. M.D.
President, AFEB

Robert A. Wells. P.D.
Colonel, USA. MSC
Executive Secretary
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The Fiftieth Anniversary

The AFEB held its winter meeting in February 1990 at WRAIR. Because of the publication deadlines
for this volume, it was not possible to include details of the meeting. It is fitting, however, to close with
the agenda for the Fiftieth Anniversary Celebration of the Board, to be held at WR-AIR on 28 June 1990.
That agenda (tentative) follows:

Armed Forces Epidemiological Board
Golden Anniversary Celebration
28 June 1990

Theodore E. Woodward, M.D. Presiding

1200 Reception and Luncheon in the Armed Forces Institute of Pathology Museum
1300 The Army Band
1315 Presentation of the Colors

National Anthem
Invocation- Chaplain, Walter Reed Army.Medical Center

Welcome: Maj. General Philip K. Russell, MC, U.S.Armi,
Commander, Medical Research and Development Command

Introductions of Invited Guests

The Honorable George H. WV. Bundh. President of the United States
The Honorable Dick Cheneil. Secretary of Defense
The Honorable Michael P. W. Stone, Secretary of the Army
L.. General Frank F. Ledford. Jr., MC. Surgeon General of the Army
Vice AdirLn ljines A. 7-imble. MC, Surgeon General of the Navy
Lt. General Alonte B. Miller. MC, Surgeon General of the Air Force
Mlaj. General Robert H. Buker, MC, Deputy Surgeon General of the Army

Introductions of Past Presidents of the AFEB

Gustav'e 1. Dammnin. M.D.. 19601-1972
lidii H. Leninefte. M.D., Ph.D., 197-7-1976
Hekrscliel E Griffn. M.D.. 1976-1980
Theodore E.W~~r.MD. 1976-78, 1980-1990

P'resentation of AFEB Historv to Invited Guests

1430 Recess and Coffee

1I0 Call to Order by the Pre-sident of the AFEB: Theodlore E. tWowslmird. M.D.
Report of the Executive Secretary: Colonel Robert A. IWells. PhI.D.. NIX. U.S. Anny

Greetings
Enque Mendez. Assistant Secretary of Defense for Health Affairs
1.1. General Frank V Ledffrd, Jr., MC, Surgeon General of the Army
Vice Admiral lames A. Zimble. MC, Surgeon General of the Navy
Lt. General Mo,,e B. Miller. MC, Surgeon General of the Air Force
Mlai. Gene~al Richiard D. Cameron, MC. Commanding General

Walter a"ced Armv Mvedical Center

1545 The Future of the AFEB: Pan1 M. Dense,,, D.Sc.

164)3 The Joseph E. Smadel Lecture--
William S. Jordan, Jr.. M.D.
Williant D. Tjiertt. MI.D.

1 7W0 Adjournment
1900 Formal Reception and Dinner. Navy Officers Mit-, Blethesda
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The Armned Forus l&dicia Bard

UNPAID DEBTS

by

Theodore E. Woodward, M.D.
President, Armed Forces Epidemiological Board

Text of a taL!: delivered on the occasion of the Fiftieth Anniversary of the AFEB

Walter Reed Army Institute of Research, Washington, D.C.
Sternberg Auditorium

28 June 1990

The strength of any enterprise, whether a business, a corporation, a medical center, or a scientific
institution, is not its buildings, its plush surroundings, or its modem laboratories. Rather, it is the people
who work within its walls. Perhaps more than anything else, this is why the AFEB, with its system of
Commissions and advisory Committees, has been so successful. The founders built the AFEB on rock by
selecting and recruiting the right people to assist the military services in their mission to maintain good
health among the troops. They initially conceived that all of the Board's activities would be directed
toward the goals of better understanding and prevention of diseases, thereby insuring a healthy military
service.

One of the important and enriching experiencn in my life was the opportunity to matureand develop
during the five years I spent in the military. After World War II, there was an even greater chance for
intellectual growth through the privilege of participating in the scientific activities of several Commis-
sions of the Board, and later with the Board itself.

This is not the time to review the many activities of the Board and its Commissions; those remarkable
events are now a matter of historical record. A history of the AFEB's first fifty years is now available and
is presented in book form today. Individual Commission repois are also in preparation by directors of
those Commissions, and some are nearly at the printing stage. This prompts me to thank wholeheartedly
those who undertook the important task of writing and recording theseactivitiesof medical and historical
importance. For my own part, preparation of the Board's history has been a privilege because it is a report
of the accomplishments of ma.- persons whose work is an achievement almost beyond measure. It is
to those persons who contributed so much and to this organization that I feel such a %ense of indebtedness.

I plan tospeak in my own way fora few minutes. Sorelax,you are neither tobegiided normisguided.
My favored life as a medical-school teacher, clinical observer, practitioner, and sometimes a doer, has
enriched me far beyond that which I have contributed. In searching through the memories of my
experiences these past fifty years, I came across a number of unpaid IOUs to several persons who, by
virtue of their stature, professional example, and teaching, unwittingly allowed me to borrow from them.
It is not possible to make proper repayment, but I take some solace in realizing that others, too, have
borrowed heavily from those special persons. Their help to me was incalculable. Their contribution
through the AFEB to the cause of epidemiology is a bright light in the history of public health. Each of
you has special heroes; permit me to have mine. The persons about whom I have chosen to comment are
but a small sample of a large group, all with strong roots in the health and welfare of the military services.

Stanhope Bayne-Jones set an example by the conduct of his productive life and by his insistence that
a professional person should accept the responsibility for any role of benefit to society and then should
complete the assignment.

Mv dear friend Joe Smadel taught me much about science and helped me sift out difficult medical
problems. Heclarified for me the importanceof thebridge between thebench and the patient and showed
that bench and field work, rather than armchair philosophy, were essential. When I was a young
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departmental chairman, he helped me to formulate my criteria for selecting good people. Good training,
teaching ability, interest in teaching, and creativity are not enough; the creative person must also have
shown documented evidence of that creativity by publishing something decent and readable.

Ken Goodner, my most irascible, unpredictable, and sensitive friend, was not soft, sentimental,
patronizing, or scornful of medical students. Rather, he was their friend. He encouraged young men and
women to achieve their potential as fine physicians and never ceased to impart the glow of his
enthusiasm, which was fed by the rich tradition of medical history, one of his constant preoccupations.
He appreciated the lessons of the old masters of medicine.

Colin M. MacLeod and Thomas Francis. Jr., themselves close friends, were leaders with versatility,
wisdom, absolute insistence on scientific accuracy, and little tolerance for stupidity. Each knew so well
how to properly evaluate the important characteristics of people, how to analyze important scientific
issues, and how to spend public funds intelligently. To see them in action was to learn.

K. F. Meyer was sincerely respected by those who knew and learned from him. His ability as a field
scientist, coupled with his picturesque turns of phrase, gave me, a neophyte, a clearer view of why a
problem is a problem, and the route to take to find the solution.

I am indebted to John H. Dingle and there are many others who feel the same way. One of his creeds,
"One must take time to design the study of a problem," he applied to his early work on acute respiratory
diseases. Others of his creeds, "Utilize the natural setting when possible; don't manipulate nature's way;
don't force results; have adequate data; temper your conclusions by possessing full knowledge of the
earlier accomplishments of others, and acknowledge their findings and views," are important for all of
us to understand and practice.

When my wartime boss Leon A. Fox had confidence in anyone, he expressed his wishes succinctly
and then watched, rather than directed, as long as the issue seemed to be progressing well and heading
toward its solution. He accomplished his objectives by taking action rather than by issuing memoranda.
One of his basic principles was, "Know the subject or shut up," which is not a bad rule.

All one has to do is to peruse the historical data: the documents, minutes, accounts of events, and
letters, to understand that the activities of these pioneers and many others shaped, and helped to shape,
the military health standards and the practice of preventive medicine during World War II and thereafter.
A small sample of their scientific "firsts" and contributions to the medical literature is displayed in the
foyer outside this hall.

My purpose today has been to relate how a few men strove for-and achieved-excellence in their
chosen fields. In so doing, they favored the AFEB and its Commissionls, and they, along with others, were
pillars of strength. By the conduct of their lives and their wise counsel, they enhanced our profession and
inspired us. In addition to building solid foundations in the basic and clinical sciences, they provided us
the opportunity to associate closely with informed professionals, a link of immeasurable value. This is
what the AFEB has done for me.

It is not possible for me to measure the extent of my indebtedness to those I have named, but in no
way do I exclude the many others who have helped and enriched my growth, and who are still with us
today. A stanza from Kipling's "Spies March" is a fitting tribute to mark these fifty years of epidemiol-
ogical science:

There are no leaders to lead us to honor,
and yet without leaders we sally.

Each man reporting for duty alone, out of
sight, out of reach of his fellow.

There are no bugles to call the battalions,
and yet without bugles we rally,

from the ends of the eai'th to the ends
of the earth, to follow the standards of yellow.
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The Armed Forces Epidemiological Board

IZ

Brigadier General Stanhope Bayne-Jones, MC, USA Major Edward H. Vogel, MC, USA
1941-1946, Administrator 1947

Board for the Investigation and Control of Influenza and Assistant Administrator

Other Epidemic Diseases Army Epidemiological Board

L. Colonel Frank L. Bauer, MC, USA Colonel Frederick J. Knoblauch, MC, USA
1947-1948, Assistant Administrator 1951

Army Epidemiological Board Administrator
1949-1951, Administrator

Armed Forces Epidemiological Board
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Colonel Adam J. Rapaiski, MC, UFA Captain Robert W. Babione, MC, USN
1951-1953 1955-1959

Administrator Executive Secretary
1953-1955

Executive Secretary

Colonel John Rizzolo, MC, USAF Colonel Charles H. Moseley, MC, USA
1959-1961 1961-1963

Executive Secretary Executive Secretary
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The Armned Forces Epidemniological Board

Captain Sidney A. Britten, MC, USN Colonel Bradley W. Prior, MSC, USAF
1963-1968 1968-1972

Executive Secretary Executive Secretary

Lt. Colonel Norman E. Wilks, MSC, USA Lt. Colonel Duane C. Erickson, MSC, USA
1972-1974 1974-1978

Executive Secretary Executive Secretary
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Captain Charles W. Halverson, MSC, USN Colonel Robert R. Nikolewski, BISC, USAF
1978-1982 1982-1985

Executive Secretary Executive Secretary

Colonel Robert A. Wells, MSC, USA
1985-1990

Executive Secretary
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The Armed Force, Epidemiological Board

Jane Eldridge

Betty L. Gilbert

jenny McGinnis jean Ward
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7Te Armned Forces Epidemiiological Board

Colin M. MacLeod, M.D. (left) presents the
Certificate of Appreciation to Richard E Shope, M.D.,

15 May 1962

GustaveJ. Dammmn, M.D., AFEB President, (left) presents a
Certificate of Appreciation to Stanhope Bayne-Jones, M.D,

23 May 1966 (Silver Anniversary)
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Major General James T. McGibony, DSGA, (right) presents the
Outstanding Civilian Service Award to John H.L Dingle, M.D.,

9 November1967

Lt. General Charles C. Pixley, The Surgeon General, (left) presents the
Army Meritorious Scivice Award to Betty L Gilbert,

11 Octoier 1978
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The Armned Foices Ellideiiogical eArd

Major General Garrson Rapmund, MC, USA, (left) presents the
Outstanding Civilian Service Award to AFED member Anna Baetjer, M.D.,

September 1981.
Captain Charles W. Halverson, MSC, USN, Executive Secretary of the Board, is on the right.

Major General Enrique Mendez, Jr., DSGA, (right) presents a second
Outstanding Civilian Service Award to William S. Jordan, Jr., M.D.,

5 February 1981
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Major General Enrique Mendez, Jr., DSGA, (right) presents a second
Outstanding Civilian Service Award to Charles H. Rammelkamp, Jr., M.D.,

5 February 1981

Major General Edward J. Huycke, MC, (left) presents the
Commander's Civilian Service Award to Abram S. Denenson, M.D.,

1 September19%3
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The Arnm Forms Epidemioloical Beard

r

Major General Edward J. Huycke, MC (left) presents the
Outstanding Civilian Service Award to William S. Spicer, Jr., M.D.,

1 September 1963

Lieutenant General Frank Ledford, Sr., The Surgeon General,
(righit) presents the Outstanding Civilian Service Award

to Paul Densen, D.Sc., September 1968
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The Armed Forces Eptdeniological Board

-AV

Brigadier General James S. Simmons Colonel Karl R. Lundeberg
1940-1946 1946-1947

Colonel Tom F. Whayne Colonel Don Longfellow
1947-1948; 1951-1955 1948-1951
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Colonel Robert L. Callison Colonel Arthur P. Long
1955-1957 1957-1961

Colonel Adam J. Rapaiski Colonel Herschel E. Griffin
1961-1966 1966-1969
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The Armed Forces Epidemiological Board

Colonel Thurmond D. Boaz Colonel Jerome H. Greenberg
1969-1970 1970-1973

Colonel Robert T. Cutting Colonel Llewellyn J. Legters
1973-1975 1975-1977
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Colonel Taras Nowosiwsky Colonel George E. T. Stebbing
1977-1980 1980-1984

Colonel Manmohant V. Ranadive Colonel Dennis Swanson
1984-1986 1986-1988
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Tihe Armzed Forces Epideiniolo..rcia Board

Colonel Joel C. Giydos Colonel Frederick J. Erdtmann
1988-1989 1989-Present

Department of the Navy:

Captain J. R. Phelps Commander R. F. Jones
1917-1921; 1923-1927 1921-1923
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Captain M. A. Stuart Captain W. H. Bell
1927-1930 1930-1932

Captain 0.1J. Mink Captain S. S. Cook
1932-1933 1933-1936
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lihe Arrnt Fores Epint'niogpa Bordt

Rear Admiral C. S. Stephenson Captain T. J. Carter
1936-1942 1942-1945

Captain 0. L. Burton Captain R. W. Babione
1945-1948 1949-1952
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Cap,.in J. J. Sapeio Captain H. K. Sessions
1953-1955 1955-1959

Captain L. B. Shone Captain J. W. Millar
1959-1960 1960-1967
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Vic' Armned Eor te, I'pie'u'oogial Apard

Captain C. H. Miller Captain C. E. Alexander
1967-1971 1971-1976

Captain DJ. F. Hoeffler Captain R. L. Marlor
1976-1977; 1980-1981 1978-1979

Captain R. A. Nelson
1982-1983

(no photo available)
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Captain W. B. Mahaffey Captain M. Stek
1984-1985 1986-1987

Commander R. L. Duck Captain W. F. Bina
1987-1988 1988-Present

I~Ic'''I ie ~edciieOfficers, U.S. Nail



7 he Armed W~ I ('ikC, EldnIj t , A Muni~~~(~Ild

Lt. Colonel John Rizzolo Colonel Alfred K. Cheng
1959 1978-1987

Photos are niot availatble fo~rthe followtilfg:

Colonel Francis L.. Duff
1951-1954

Colonel Theodore C. Bedwell
1954-1956

Colonel George K. Fair
1956-1958

-~ Lt. Colonel Gordoni F. Fischer
1958-1959

Colonel Lee fl. Grant
1960-1961

Colonel Franklin L. Bowling
1961-1966

Colonel Stanley L~utz, Jr.
1966-1969

Colonel George W. Powell
1969-1971

Colonel Paul F. Nugent, Jr.
1971-1973

Colonel William 1). Howell
1973-1976

Lt. Colonel Jay C. Bisgard
1976-1978

Lt. Colonel James A. Wright
1987-Present
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Commandants of
Walter Reed Army Institute of Research



Colonel George Russell Callender Colonel Rufus Leroy Holt
1940-1946 1946-1949

X

Colonel Elbert DeCoursey Colonel William Spencer Stone
1949-1950 1950-1954
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Colonel John Ruxton Wood Colonel Richard Patrick Mason
1954I-1956 1956-1961

Colonel Conn Lewis Nilburn, Jr. Colonel William David Tigertt
1961-1963 1963-1968
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Colonel William H. Meroney Colonel Edward L. Buescher
1968-1971 1971-1975

Colonel Robert J. T. joy Colonel Garrison Rapmund
1975-1976 1976--1979
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Colonel Philip K. Russell Colonel Franklin H. Top, Jr.
1979-1983 1983-1987

Colonel C. Fred Tyner
1987-Present
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7 li Ai pn! Force's Ep'idemiwological Beqrd1

Roster of AFEB
Commission Members

Abernethy, Theodore J., M.D., 1941-1946 Badger, George F, MD., 1941-1943, 1947-1948,
George W ashiington University 1951 -1963

Johns Hopkins University
Akers, William A, MD, 1969-1973
Letftermian Army Institute of Research Baer, Rudolf L , M.D., 1967-1973

New York Unix ersity Medical Center
Alexander, E. Russell, M.D., 1975-1976
Bureau of Medicine and Surgery Baetgcr, Anna M, M.D., 1954-1981

Johns Hopkins University
Al~xander, 1lattie F, M D., 1944-1944
Columbia Univeisity Baker, Edgar E, 11h.13, 1935-l',69

Boston University School of Medicine
Altemeier, IV A.
University of Cincinnati Bakerj. Stannard, B.S., 1957-1969

Northwestern University
Altman, Robtn t M , M D., 1969-1971
Walter Reed -Amyn Medical Center Baker, Stewart, Jr, M.D, 1977-1979

Veteran's Administration
Anderson. Gaylord, M.D., 1941-1944
University of Minnesota Medical School Balamuth, William B., Ph.I). 1954-1956, 1959-1973

University of California
Andrews, Justin M , Ph ID., 1953-1963
National Institutes of He~lth Bancroft, l-luldah, 1947-1948

Western Reserve University
Anthony, Bascom F., M.D., 1970-1974
University of Californint, Los Angeles Bang, Frederik B, M.D., 1942, 1958-1974

The Rockefeller Institute for Medical Research
Aring, Charles D.,.M D, 1941-1944, 1949
University of Cinpcinnati Barker, Lewellys F.. M.D, 196.5-1976

National Institutes of I lealth
Arnold, Joh'i ID., M.D, 1967-1973
Universit% of Missouri Barkulis, Sam S, M.D., 1954-1959

University of Illinois
Aidv', J. Ralph. M.D., 1960-1968
Un-versity of California Medica Center Barnett, Herbert C. .. 1963-1967

University ofMrln
Austen, K. Frank, M.D., 1965-1973 fMrln
I larvard Medical School Battigelli, Mario C., M.D, 1969-1973

University of North Carolina
Austrian, Robert C., M.D), 1963-1975
New York University Bauer, Theodore, MI1), 1954-1956

Avery, Oswald T, MI D., 1941-1944, 1949-1954 Bayne-jones, Stanhope, MI1), 1941-1947, 19 57-1965
The R ockefeller Institute for Medical Research Brigadier General, USA, Retired

Aycock, Wiliam L., M ID.. 1944 Bean, William B3, M.D.. 1951-1953
Harvard Medical School University of Iowa

Ayoub, Elia M, M.D, 1971-1973 Beard, Joseph W, M.D, 1943-1973
University of Florida D~uke University Medical Center

Babione, Robert W.,M.D. 1959-1963 Warwd, Rodney R. xvL), 1942-1944, l954-1974
Captain, USN Stanford Uivxersity School tit Medicine
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Beaver, Paul C, P'h 1), 19.53-1973 Bond. I loward W., .M-1, 196,5-1969
Tulanie University University of Rhode Island

Beck, Dorothy Margaret, 1941-1944 Bond, Victor P.,\ NI1), 1963-1973
California Sta~te D)epartment of HeIalth Brookhaven National Laboratory

Becker, Elmer L , M.D), 1936-1973 Borne, John F .,M 1), 1954-1938
Walter Reed Armyv Institute of Research

Bos~ch, I ferbert M., B.S., 19Y;-1962
Beeson, Paul B, M.D., 1944, 1947-1948, 1951-19;9 University of Minnesota
Yale University

Bovarnick. Marianne R-, l'h.D., 19553-196i
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Appendix 1

The Funding of the Board

THE RESEARCH ACTIVITIES OF THE ORIGINAL BOARD

The fiscal and administrative responsibilities for the activities of the Board and its Commissions were
assigned to the Department of the Army. No funds, however, were directly assigned to support the
research that was conducted or sponsored by the various Commissions. Initially, funds to support
Commission research were channeled through the Surgeon General of the Army and designated for
AFEB research activities; these allocations were not in competition with other Army funds. In 1958, the
Army's Research and Development Command was established. Budgeted funds to support the
Command activities were requested through standard budgetary channels, and they were authorized by
Congress. After the funds were allocated by the Office of the Budget, they were channeled through the
Department of Defense to the Research and Development Command. In 1983, the funding for research
and development for all three services was consolidated and made the administrative responsibility of
the Department of the Army.

The Board was expected to, and did, take into consideration (a) research that was being conducted
by governmental and nongovernmental agencies on similar problems, (b) the propriety of the methods
of research that were recommended to be employed by the military, and (c) the pertinent practices that
were emphasized by the military departments in the preventive medicine program. Intramural research
activities that were performed by scientists within the military had a direct bearing on the contracts and
grants awarded to fund the research that the Board and its Commissions sponsored. Duplication was
avoided, unless confirmation or extension of data was needed. Commission grants and contracts were
subject to the Board's approval. These were not rubber-stamp approvals, since the competition was quite
keen. The contract was awarded by the Research and Development Command and operated under the
usual contractual system. Grants usually extended from three to five years, depending upon the quality
of the research and the nature and extent of the problem. Projects were modified, extended, or terminated
depending upon the military relevance of the work, the significance of the work, and its quality. Detailed
written reports were submitted annually and included descriptions of the scientific methods used, results
of the work performed, expenditures, and budgetary items.

Three or four times annually, the Commission Directors met with the full Board, usually at the Walter
Reed Army Institutes of Research. High-level government and military officers often attended the Board
meetings, including the respective Surgeons General or their designated deputies and the Deputy
Secretary of Defense for Health Affairs. The Preventive Medicine Officers of the Army, Navy, and Air
Force reported on the prevalence of illness among military personnel. This arrangement permitted the
Commission Directors to present detailed reports of research that was in progress or that had been
completed under their aegis. Discussion concerned the quality of the work, its relevance to immediate
health problems, and the prevention of illness. The military representatives and the civilian scientists
involved engaged in frank discussions in the give-and-take atmosphere of the meetings.

The following tables, which are reprinted from a report prepared by Stanhope Bayne-Jones in
January 1946, clearly demonstrate that the Board expended the military's funds carefully and wisely:

330

Appendix I



Shown in the following Tables are the contract figures and expenditure- for work conducted by the AEB and
Commissions for the fiscal years 1943, 1944, 1945 and 1946:

Status of Expenditures under Research Contracts for
Commissions Under Army Epidemiological Boards

Fiscal Year 1943

Contractor Amount of Expenditures through

Contract 30 November 1945

University of Chicago ~ 43,8WX 00 41,096.45 (Final) (Vv-7')-MD-293)

Yale University 56,1 55(.) 31,192.34 (Final) (W-709-MD-294)

University of Michigan 54,687 WX 31,111 .55 (Final) (W-709-MD-295)

University of Pennsylvania 44,14000 25,145.59 (Final) (W-709-MD-296)

Johns Hopkins University 22,3WX 0X0 19,286.34 (Final) (W-709-MD-297)

Yale University 18,00)0.0)0 17,820.81 (Final) (W.709-MD-298)

New York University 18,100.0 9,092.07 (Final) (W-709-MD-299)

Columbia University 18,5W000 1,714.09 (Final) (W-709-MD-303)

Rockefeller Foundation 25,000.00 735.98 (Final) (W-709-MD-312)

Totals 300,682.00 177,19.22

Fiscal Year 1944

Contractor Amount of Expenditures throught
Contract 30 November 1945

Boston Universitv 30,00)0.00 15,968.63 (Final) (W.709-MD-469)

University of Chicago 58,588.00) 54,503.32 (Final) (W-709.MD471)

Johns Hopkins Universitv 25,000.00 21,165.03 (Final) (W-709-MD-472)

The Regents of the
University of Michigan 50,000.0 36,598.31 (Final) (W-49-007-MD-3)

New York University 21,380.00 15,565.27 (Final) (W-709-MD-467)

The Rockefeller Foundation 15,00(0.00( 6,920.02 (Final) (W-709-MD-470)

University of Peninsvlvania 30.0000X) 30,(X).00) (Final) (W-709-MD-468)

Yale University 96,000.(X) 76,617.20 (Final) (W-709-MD-464)

Yale University 30,000.00 20,867.08 (Final) (W-709-MD-465)

Yale University 44,000).00 35,270.17 (Final) (%V-709.MD-466)

lDept. of Commerce
National Bureau of Standards (None) 1,429.18 (Final)

Totals 399),968(X) 3114,904.21

XENITUIiC: FOC.Fi III KG,%b ,C. , i'iWnt i:r~~, i< I wanDamo, ,ikenib-r. IN;
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Status of Expenditures, continued:

Fiscal Year 1945

Contractor Amount of Expenditures through
Contract 31 December 194w

Boston University 21,00000 12,519.67 (1': ' -W-49-007-MD-52)

University of Chicago 76,834.00 63,772 20 (W-4-007-MD-50)

Johns Hopkins University 25,000.00 18,937.06 (W49-0(07-MD-55)

Regents of the
University of Michigan 60,000.00 36,390.40 (W-49-007-MD-53)

New York University 26,170.00 23,160.57 (W-49-007-MD-57)

New York University 25,000.00 176.41 (W-49-007-MD-58)

University of
Pennsylvania 95,000 00 80,848.78 (W-49-007-MD-54)

Yale University 136,000.00 127,551.31 (W-49-007-MD-49)

Yale University 71,000.00 46,183.02 (W49-007-MD-51)

Yale University 67,00000 64,613.87 (W-49-007-MD-56)

Totals 603,0,4.00 474,153.29

A Ii I.Ai RLXC . Cpt.ain. MAC. A.tng Dimretr. Fi-,ilt rii,,n. J.inu.i 1945

Fiscal Year 1946

Contractor Amount of Expenditures through
Contract 30 November 1945

Boston University 3.000 00 1,229.23 (W-49-007-MD-308)

University of Chicago 53,750.00 8,005.48 (W-49-007-MD-309)

Johns I topkins University 10.t00).OL) 3,185.89 (W-49-007-MD-310)

The Regents of the
University of Michigan 54.170.00 847.49 (W-49-007-MD-31 1)

New York University 19,800.10 1,634.52 (W-49-L07-MD-312)

New York University 10,W0 W0 0 (W-49-007-MD-313)

University of t'enn'ylvania 109,000.00 15,667.1 (W49-007-MD-314)

Yale University 86.200.00 32,977.19 (W-49-007-MD-315)

Yale University 13,154.00 1,472.6$ (W-49-007-MD-316)

Yale University 83.0X) 00 11,948.48 (W-494)07-MD-317)

Totals 462.074.00 76,968.26

M-I'I TUNI, |(M;A HI1'K,1(. %hpir, MAC. A- I I [n-|t, .A l).l~wn ; [N' CmlI'r I.";
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The presidents of thi AFEB, because of their continuing obligations to the academic institutions that
they served, often required office-staff support; this was accomplished th& ough the medium of an Army
contract. In addition to a full-time secretary, part-time professional staff were needed periodically to
conduct the work of an academic department in a university medical school or hospital. These funds were
applied for through the Medical Research and Development Command. This type of stipend to theOffice
of the President of the AFEB ceased in 1973 after the AFEB was reorganized and its Commissions were
abolished.

ORGANIZATIONAL AND FUNCTIONAL PROBLEMS
CAUSED BY FISCAL CONSTRAINTS

A near crisis caused by fiscal limitations, which was of considerable importance to the AFEB,
occurred in late January 1976. Lt. Colonel Duane Erickson, Executive Secretary of the AFEB, informed
me that the planned 12-13 February meeting of the Board would have to be cancelled. This information
had come from the Office of the Surgeon General. Colonel Erickson had previously talked with Dr.
Lennette, who was then President of the Board, who had accepted this decision and concurred that the
meeting would have to be cancelled.

This action alarmed me for several reasons. The principal one was, simply, that Board members were
already restive. The activities and responsibilities of the AFEB as an advisory group had obviously
waned since the Commission system had been abolished. To cancel a meeting for lack of funds at this
time might well have conveyed to Board members that their advisory services were no longer perceived
as important. This cancellation might have seemed to be a passive suggestion from the military that the
Board would soon fadeorbe phased out. At least, these were the ominous thoughts that crossed my mind.

I immediately called Ed Lennette and asked for his approval of a plan that I had, which would allow
the meeting to proceed. He gai e his full assent for me to carry through and to negotiate in any way
possible with Lt. General Richard Taylor, theSurgeon General of the Army. I simply proposed toGeneral
Taylor that all Board members coming from within five hundred miles of Washington would defray their
own travel expenses, and that none of us accept an honorarium, only per diem reimbursement for the
actual costs of living during the meeting. Should this plan not be acceptable to General Taylor, I told him,
other appropriate funds would be found to meet the expense of the meeting. He immediately took action,
approved the plan, and located funds to a!low the meeting to proceed. Without this support, it is highly
likely that the AFEB would have terminated at this point. Members of the Board needed to be made aware
that their services were definitely of significant importance to the military, and would be adequately
supported.

THE BOARD'S INTERACTION WITH THE
MEDICAL RESEARCH AND DEVELOPMENT COMMAND

AND THE MILITARY SERVICES
ON THE BUDGETS FOR MILITARY PREVENTIVE MEDICINE

At each of its meetings, the AFEB heard presentations from the Commander of the Medical Research
and Development Command and the military service representatives regarding budget forecasts and
constraints. Because of congressional budgetary decisions, there were often questions of whether the
services could or could not conduct their assigned missions with the available funds.

In 1979, Dr. Herschel Griffin, President of the Board, appointed anad hoc group to consider the matter
of adequate funding for research programs in the field of infectious diseases of military significance. Drs.
Benenson, Jordan, Rammelkamp, and I served on this stud' group. The resolution that we formulated

333

Funding



The Armied Forces Epidenutloghica! &,rd

was approved by the Board and submitted to the appropriate authorities, dated 9 October 1979, and
follows:

MEMORANDUM FOR:
The Assistant Secretary of Defense (Health Affairs)
The Surgeon General, Department of the Army
The Surgeon General, Department of the Navy
The Surgeon General, Department of the Air Force

SUBJECT: Resolution on Funding for Infectious Disease Research Programs of Military Significance

The Armed Forces Epidemiological Board (AFEB), in the meeting held 27-28 September 1979, reviewed a letter
from the Surgeon General of the Navy expressing concern over recent reductions in funds for medical research of
military importance. The AFEB shares this concern over these reductions in research funds and hereby resolves that.

Whereas: Epidemics of infectious disease have been the concomitant of war throughout history, have often
accompanied recent U.S. military actions and must beexpected in future wars. They have often been, and may again
be, the deciding factor in the outcome of numerous battles and campaigns. While advances in medical science had
materially reduced the impact of infectious disease in the Vietnam action, the world experience in the control of
disease in the last decade indicates a very serious deterioration, rather than improvement, in the control of several
diseases of great potential military importance.

Whereas: The battleagainst malaria,carried out under theaegisof the World Health Organization,with thegoal
of world-wide eradication, proceeded with success until mosquitoes became resistant to the insecticides on which
the program was based. Then the malaria parasites themselves became resistant to chloroquine and the related drugs
which had been developed because of the great problem of malaria during World War I1. As a consequence there
has been a disastrous resurgence of malaria and fatality therefrom in most tropical areas-especially in Asia and
South America. Insecticide resistance has been present for some time in African mosquitoes and now drug resistant
parasites have also emerged. The present lack of an effective chemoprophylactic drug assures that military
operations of any magnitude out of CONUS or Europe will be associated with a serious loss of manpower.

Whereas: Schistosomiasis has increased, rather than lessened, as a threat to military personnel in field
operations because of the construction of extensive hydroelectric hydroelectric reservoirs in Africa, Asia, and Mid-
East and South America. No drug is available which will prevent infection; no vaccine has reached the point of
human testing; treatment methods are in dire need of improvement.

Whereas: While old viral diseases like dengue in tropical areas and the encephalitides to which our troops have
been exposed in eastern Asia and in tropical forests anywhere continue to pose unresolved problems, new ominous
diseases have emerged such as Bolivian hemmorhagic fever knd Argentinian hemorrhagic fever in South America,
and Lassa fever, Ebola virus disease and Rift Valley fever on the ,ontinent of Africa. These are highly fatal diseases
which can be expected among our forces if we dispatch troops to thue infected areas, boundaries of which have not
been clearly defined. Our defenses against these new diseases are curiently non-existent.

Whereas: Although tropical diseases are of growing concern to civihn agencies, and the National Institute of
Allergyand Infectious Diseases has longsupported research in thisarea, fundsavailable to NIH for this purpose have
been limited because of the priority assigned to diseases important in the United S!ates. A recent analysis of support
of tropical disease research by all federal agencies showed that the studies supported by DoD and DHEW are
complementary, with minimal duplication. For example, with particular reference 'o malaria, almost the only
support for research and development of chemoprophylatic and chemotherapeutic drug. is that currently funded
by the Army. Aggregations of military personnel in the recruitment process have alway. been associated with
epidemics of disease which exist in but constitute only a minor problem to the civilian population such as meningitis,
influenza, and "childhood diseases," field operations have been associated with diarrheal disease, often militarily
disastrous. While these matters are subjects to concern to civilian medicine, they are largely considered to be only
of importance to pediatricians and are seldom studied with reference to the rapid mobilization and crowding of
masses of susceptibles.

Therefore, be it hereby resolved: The Armed Forces Epidemiologi:al Board stroihgly urges that DoD take all
efforts to provide a realistic increase in the funds available lor intensive research activitms, in-house and by contract,
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to seekearly solutionsof these problems so that military operationscan becarried out anywhereon theglobe without
the need to anticipate a serious loss of fighting strength from diseases which might be preventable.

Herschel E. Griffin, M.D.
President

AFEB SUPPORT OF BUDGETS
AND FINANCIAL REQUESTS FOR MEDICAL RESEARCH

At least once annually during AFEB meetings, the Commander of the Medical Research and
Development Command advised the Board on fiscal matters and described in broad, as well as in specific,
terms the funds that were available to the Command for conducting medical research. This was always
an importart discussion, since many of the Committees' and the Board's scientific capabilities were
directly related to the availability of funds. Throughout its history, the Board has been called upon, in
its advisory role, to render helpful advice and to testify before various committees when support was
needed to justify budgetary requestsand expenditures. Brig. General Garrison Rapmund transmitted the
following letter, dated 10 December 1980, to me:

Dear Ted,
On 19 September 1980, you wrote offering the assistance of the Board to Army Medical Research. This was in

follow-up to my presentation to the Board at Parson's Island outlining budgetary problems. The Board's assistance
is needed and I am grateful for this assistance.

Since September, there has been much activity. I am happy to report that the joint Conference of House and
Senate Appropriation Committees has fully restored specific reductions proposed by the House in infectious disease
(S3.0 million), surgery ($3.0 million) and dental research ($0.23 million). Restoration of non-specific reductions in
Army R&D was less complete, so some decrements will ocur to the Army Medical R&D program from the original
PY-8i Presidential submission. The net effect for FY-81 is likely to be a continuation of the austerity funding of
medical research which we experienced in FY-80. But, the worst case impact I presented to the Board seems to have
been averted.

The Houe-passed Defense Appropriate Bill directed the Secretary of Defense to conduct a study of consolida-
tion of medical research activities in the Department of Defense (Endl 1). This study is proceeding now under the
overall supervision of the Principal Deputy Under Secretary of Defense for Resea.ch and Engineering, Dr. Walter
LaBerge. The study is examining options for change to the management structure which guides DOD medical
research. A report will be submitted to Congress in January. I am confident a copy of the report can be shared
promptly with the Board.

As you can see from Enclosure 1, some familiar concerns continue to influence the Congress. There are
misconceptions about our program that must be corrected. There are misconceptions about how biomedical science
is conducted that also must be corrected. We do our best to communicate with Congress on both counts. But, that
is not enough- Others who are informed, who have national and international scientific reputations, who are known
and respected by the Congress must % alidatc what we report to the Congress. Certainly the members of the AFEB
fit this description. Thereforeover thecoming months, I shall be forwarding toyou material describing our program,
DOD issue papers, interagency correspondence, GAO and othersurvey and investigation reports, and other material
which I believe will place Board members in the strongest position to make their views known.

The next meeting of the Board in February in Bethesda is an opportunity to take stock. I look forward toseeing
you then. With warm personal regards.
Sincerely,

Garrison RApi,,und
Brigadier General, MC
Assistant Surgeon General for Research and Development
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Not long thereafter, General Rapmund, by then a Major General and Commander of the Research and
Development Command, faced even more serious--and almost incapacitating-budgetary cuts that
would have seriously crippled the Research and PLvelopment programs. Dr. William D. TIgertt (a
Brigadier General, retired, and a former Board member) and I joined General Rapmund in testifying
before a DoD budget committee meeting at the Pentagon. We presented a historical perspective of the
military medical research program that had been of inestimable value to each of the services. We
discussed how Medical Research and Development had directly influenced military operations during
wartime. Malaria, dengue fever, meningococcal infections, schistosomiasis, other parasitic diseases, and
dysenteric disorders were put in their proper perspective. This testimony helped not only prevent further
budget cuts, but it also helped to restore prior reductions in the budgets. As we left the meeting, the
chairman of the budget committee simply said, "We will work with you." A day or so later, General
Rapmund called me to express his thanks and remarked that all the funds had been restored to his budget
for the coming year.
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Memoir

by

Joseph Stokes, Jr., M.D.

Dr. Joe Stokes wrote a memoir for his family and he sent a copy of it to me to include in the AFEB
archives. In his letter to me, dated 14 January 1972, he wrote, "This experience happened to be of far
greater importance to the men lini all the services than to those in the Army alone. If ISecretar" of War
Henry Stimson had not supported this approach, it is my feeling that almost all of the work of the Army
Epidemiological Board during World War 11 would, so to speak, have gone 'down the drain.' After
writing this brief report, I checked it carefully with Aims McGuinness, who, as you recollect, assisted B.
J. in the administration of the Board, and he has said that he can corroborate all of the details. . . " The
following, which I have edited slightly, is an excerpt from Dr. Stokes's memoir.

An exceptional opportunity arose early in the conflict as thso result of two personal contacts. First, my brother
and his wife, Dr. and Mrs. S. Emlen Stekes, were long-time friends of Mr. Henry L Stimson, the Secretary of War,
through their common membership in the Ausable Club, located in the highest mountains of the Adirondacks.
Henry Stimson had cut out mountain trails and had spent many of his summers exploring the natural wilderness.
Second, Dr. Philip Stimson of New York, who was first cousin to Secretarv of War Stimson, had been interested in
the Philadelphia studies on measles. Dr. Stinson suggested that his cousin Henry Stimson discuss with me both the
extremely high rates of disease casualties in World War I and the possibility of controlling infectious diseases.
particularly among recruits in boot camps, where high rates of infection had previously occurred. Ivt joeStokes
was at that time the Director of the Commission of Measles and Mumps. rT tA I Dr. Philip Stims n had suggested
to the Secretary of War that epidemic diseases should be attacked as early as possible and that a discussion of the
Philadelphia studies and developing concepts be held soon. Mr. HenrvStimso)n quickly agreed, and a metIing was
schedul h.in his Washington, D.C., office. That meeting.a freediscussion among Scretar"Stim.on,Generai(George

Marshall, and me, was not, in itself, a historic occasion, but the lives of thousands of Gls were probably saved as its
result.

Simply through controlling or preventing epidemic diseases, huge numbers of casualties were prevented. The
introduction to % astonishing an outcome lay in Secretary Simsn's parting remark to me after General Marshall
had returned to his office (which was immediately adjacent to the s-cretar's). Mr. Stimson said, in effect. "if vou
feel that anything medically serious is occurring that apparently could be renmedied, and yet the remedy appears to
be completely blocked, please do not hesitate to call me directly by telephone or send me a letter marked "Personal
and Confidential', and you shall hear from me.- At the time, I thought this was just a courteous comment ,made in
appreciation for my visit to Washington, and could forte-see no need for me to implement it. Such, however, was far
from the case.

An impasse had been .;lowly developing in the Preventive Medicine Service that brought Mr. Stimson's request
forcibly to mind. James C. Magee. the Surgeon General of the Army, had demonstrated a certain lack of astuteness
in theearliest months of the warbyallowing hisOffice (and theentire Medical Serviceof the Army) tobe placed under
the command of General Sommervel in the Sc rvi.xs of Supply. Consequently Surgeon General Magee had no direct
line of communication to General Marshall. Many requests for changes or additions of personnel thus tended to
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founder on General Sommervel's desk, often with greatly delayed action. This tendency became increasingly acute
when i arious Commission~s of the Board lost some of their vital researchers. They were being drafted into the regular
armed forces and effective research teams were being split up. Able inx estigators such as Aims McGuianess, Sydney
Gellis, John Dingle, and Albert Sabin were in danger of being separated from the Epidemiological Board, more
importantly, the research studies that they and others did (tha', had saved, and would save, thousand, of lives and
many thousands more of casualties from infectious diseases) would be interrupted, if not lost entirely.

I recalled Henry Stimson's courteous request when it became clpAr to me (as Director) that the Commission on
Measles and Mumps would probably lose the services of Aims Mc 2ss. This reminder was greatly accentuated
by several compelling circumstances. It had become apparent that, b-, ase of the Army's inept policy, such able men
as McGuinness were being wooed away by the other services and that our strong research teams were being broken
up. McGuinness had beer approached to join those in charge of the U.S. Navy's blood banking program at Bethesda.
I also learned that Colonel Simmons, Colonel Bayne-Jones, and Dr. Francis Blake, President of the Boa rd, had all failed
in their efforts have these scientists assigned to the Epidemiological Board as uniformed officers in the Army Medical
Corps. The situation for the various Commissions and for the entire Board was desperate Colonel Simmons, Colonel
Bayne-Jones, and Dr. Blake all agreed with me that an approach to Secretary Stimson could do no harm and v%- a
chance worth taking.

I therefore placed a call to Secretary Stimson. Purely by chance, it was on the morning that the Army had first
landed in north Africa. The call occurred late in the morning and Stimson's private secretary said that he, himself,,
had not yet been able to speak with Mr. Stimson. I tola the private secretary the purpose of my call and, most
surprisingly, I received a call back in two hours. Secretary Stimson had already made an appointment for Dr. Blake
and me to ieet with General Miller White, who was in charge of all Army personnel matters, at the Pentagon on the
following Monday morning.

General White was all we could possibly have hoped for. He listened carefully to our joint presentation, which
was made principally by Dr. Blake. He quilkly agreed that our request, that Medical Officers be assigned to the Board
to work on the Commissions, was appropriate, and should and would be implemented immediately. He was upset
that the prevention of epidemic diseases had been so endangered, and said that the complement of twenty-five
medical officers would be assigned as quickly as possible to the Board to continue the research work of the
Commissions.

No word came during the next three weeks. Aims McGuinness regarded the situation as hopeless and
proceeded to take steps to join the Navy to work with their blood program. On a gloomy Friday I called Dr. Blake
concerning this strange silence, and he prcmised to call General Miller White that day about the lack of action. To
be on the safe side, I also called froi. Philadelphia. General White was in high dudgeon when he learned that the
order that he had placed three weeks before had not yet been implemented. I had no doubt, from the tone of his voice,
that he would condict an immediate investigation and take appropriate action. Three days later, on the following
Monday morning, in elated Aims McGuinness called to say "Congratulations! Three colonels have called me from
Washington this morning, and I am to go down to the Army-Navy Club tonight, to be inducted tomorrow as a
medical officer assigned to the Army Epidemiological Board "

This was the type of quiet direct statesmanship for which Henry Stimson was so well known. I had the
opportunity, after the war was over, to personally expre';s my appreciation to him for this evidence of his wisdom.
I tried to convey to him the broad significance (of which he already had some inkling) that our almost-chance meeting
had had in conserving lives by preventing epidemics.

Colonel Simmons and Colonel Bayne-Jones had to guard repeatedly against the sniping that was directed at the
Board's complement of medical officers. There continued to be fears that the Board might be partially or wholly
abolished. In faL Henry Stimson's original order continuously hung over the Office of the Surgeon General as a
V, i i, -'ag that qomething could be done at the highest level to preserve the Board-and to preserve the lives of many
GIs.

The Commissions continued their work and no one, beyond those immediately involved, knew of the part that
Henry Stimson had played. Most of the i.Ce ',clntists in the Commission, were inducted into the Army's Medical
Corps and the work of the Commissions proceeded with renewed vigor and confidence

338

Appendix 2



Appendix 3

A List of the Board's Recommendations

from 1955 through 1989

The following chronological list of the recommendlations that were made by the Armed Forces Epi-
demiological Board from 1955 Eirotigh 1989 was compiled by Executive Secretaries Colonel Robert R.
Nikolewski, BSC, USAF, (from his 1985 White Paper) and Colonel Robert A. Wells, Ph.D., MSC, USA:

06/1.4/i5 Recommendation with Respect to die Use of H4yperimmune Anti-rabies Serum

08/11/559 Prophylaxis of Streptococcal Infections

05 /24/38 A14EB Recommendations cir Cutaneous Diseases

05/11/59 Prophylaxis of Streptococcal Infection-,

06/16/6) Armed Force-, Epidemiological Board Recomrmendations on Griseofulvin

12/14/60 Use of Duck-Embryo Rabies Vaccine

12/19/60 Dosage of Gamma Globulin for Prophylaxis of Infectious Hepatitis

12/12/61 AFEB Recommendations on Adenovirus Vaccine

12/12/61 AFEB Recommendation on Influenza Immunization for Children

12/12/61 AFEB Recommendation on Influenza immunization and Pregnancy

12/12/61 AFEB Recommendation on Influenza Vaccine Formula for FY 1963

12/115/61 AFEB Recomniendit ions on the Use of Oral Poliovirus Vaccine in the Military Services

05/28/62 Revised Al-EB Recom mend ations on the Use of Oral Poliovirus Vaccine in the Military Services

07/06/62 Drugs for Parasitic Infections

12/14/62 AFEB Recomrncndations on Influenza Vaccine Formula for FY 1964

12/26/62 Mineral Oil Adjuvant Vaccines

01/07/63 Amended AFEB Recommcniations on the Use of Oral Poliovirus Vaccine in the Military Services

03/, 10103 AFHB Recom mend ations oin Influenza Vaccine for FY 1964

06/12/63 AFEB Recommendaitons on Malaria

07/02/63 Instruction in Infectious Disease

1/22/63 AFEB Recommendation on Tuberculosis Control

12/11/63 Antimalarial Drug Research and Development
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12/11/63 Influenza VIirus Vaccine to Be Used by the Military during !-Y 1965

12/11/63 Malaria Resistant Chloroluine and Other Synthetic Antimalarial Drugs

12/11/63 Safe Operation of Lsrysteins

12/13/63 Use of Trivalent Oral Poliomyelitis Vaccine

12/16/63 Malaria Suppression Program

12/18/63 Medical Service Infectious Hepatitis Control

06/04/64 Emergency Supply of Marboran

06/04/64 Smallpox Vaccination during Pregnancy

(1/04/64 Tetanus Immune Globu!in (Flu-nar), Stocking of

06/04/61 Toxicology Program, L; S Army Environmental Health Agency

06/04/64 Typhus lmmunizatioi. of Military Dependents

06/04/64 Vaccinal immune Globulin (Human;

06/04/64 Yellow Fevzr Vaccination

(16/05/t64 lr.s3ect Repellents, Coordinated Program Ifori

06/11/64 Btitazoliclan, Toxic Properties of

06/26/64 Committee on Tuberculosis Control, Establishment of

07/31/64 Ad Hoc Committee on Q Fever Vaccine

02/17/64 Amended AFEB Recommendlat ions on the Use of Oral Poliovirus Vaccine in the Military Service

12/18/64 Cyclic Recurrences of Epidemics of Meningococcal Infections, Study of

12/21/64 Tuberculin Testing of P'ersonnel Serving in Potentially High Risk Environments Overseas

12/22/64 Study of Tuberculin Positive Filipino Recruits

12/23/64 Use oif Live Adenovirus Vaccines

01/ 14/65 Influenza Virus Vaccine to &. Used by the Military during FY 1966

03/08/65 Influenza Virus Vaccine to Be Used by the Military during FY 1966

06/02/' 65 Acetone Killed and Dried (AKD) Typhoid Vaccine

06/02/65; Collection of Medical Information and Specimens

06/02/65 Dosage Schedule for Plague Vaccine

06/02/65 H-ygienic Standards for Beryllium

06/02/65 Interim Use of Trivalent Inactivated Adenovirus Vaccine

06/02/65 Live Type 4 Adenoviru- Vaccine

06/02/65 Live Measles Vaccine, Including the Newly Licensed 'Turther Atteatiated" (5%varz) Live Measles Virus

Vaccine, Use of
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06/02/65 Meningococcal Field Research Laboratory

06/02/65 Mineral Oil Adjuvant Influenza Virus Vaccine, Use in the Military

06/02/65 Paratyphoid A and B Vaccines,

06/02/65 Prevention of Scrub Typhus by Immunoprophylactic Measures

06/02/65 Prevention of Scrub Typhus by Repellent-Impregnated Uniforms

06/4/65 Intradermal Smallpox Vaccination by jet Injectot

06/28/65 Commercial Scale Development of Japanese B Encephalitis Vaccine

08/03/65 Malaria Prophylaxis

08/05/65 Drugs for Parasitic Infections

)8/17/65 Combined Active-I'assi% e Immunization with Absorbed Tetanus Toxoid and Tetanus Immune Globulin
(Human)

12/09/65 Griseofulvin Tablets, Replacement of

12/10/65 Commission on Cutaneous Diseases Proffer of an Expert Team

12/10/65 Corticosteroid Cream for Personal Use on any Early Skin Lesion, Study of

!2/10/65 Oral Griseofulvin Prophylaxis

12/17/65 Adenovirus Vaccine

12/17/65 Malaria

12/17/6r Proposal from the Commission on Enteric Infections for a Longitudinal Study of Diarrheal Disease
among Military Personnel in Southeast Asia

12/17/65 Influenza Virus Vaccine

02/02/66 Influenza Virus Vaccine for FY 1967

05/27/66 Chemical Prophylaxis against Scrub Typhus in Southeast Asia

05/27/66 Live Oral Type 4 Adenovirus Vaccine, Administration of

05/27/66 M-1960 Uniform Repellent, Field-Testing Concerning Odor

05/27/60 Rocky Mountain Spotted Fever Vaccine, Efficacy of

05/27/66 Typhus Vaccine, Potency of

06/06/66 Blood Group Substances in Existing Vaccines

06/06/66 Pattern of Malaria in Vietnam

08/08/66 Netisseria gonorrhowa, Cuitijre Medium Itorl

09/27/66 Routine Typhoid Immunizition Recommendation

09/28/66 Sunscreen Filter Chem!,:ally Induced in Normal Skin (Mixture of Dihydroxyacetone and a
Naphthoquinne, Ap;lied to the Skin)
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09/28/6b Dengue or Chikungunya Virus Infections; Recommendations

10/04/66 Sunscreen Filter Chemically Induced in Normal -km (A Composition Containing Dihydroxyacetone and
a Naphthoquinne Applied to the Skin)

12/08/66 Proposed Respiratory Disease Study

12/14/66 Aqueous Influenza Vaccine, Formula for

12/14/66 Guidelines, Use of Adeno%irus Vaccine at Recruit Bases during This Fill and Winter

01/23/67 Plague Immunization Schedule

01/27/67 The Use of Gamma Globulin for 'rophylaxis against Infectious Hepatitis

05/26/67 Booster Intervals for Diphtheria-Tetanus Toxoids

05/26/67 Booster Intervals for Typhoid Vaccine

05/26/67 Commission on Cutaneous Disease Proffer of an Expert Team

05/26/67 Court Case ConcermnglAl Staphylococcal Infection Ithat] an Infant Acquired in [the] U.S. Naval
Hospital, Charleston, South Carolina

05/26/67 Falciparum Malaria; Treatment Regimens Ifori

05/26/67 Use of Antibacterial Soaps

05/26/67 Vivax Malaria; Prophylaxis and Treatment

09/14/67 Possible Danger of Moving Dengue Virus to Potentially Receptive Areas in the Pacific

11/29/67 Live Type 4 Adenov-rus Vaccine, Use of

01/09/68 Procurement of Large Volumes of Unpassaged Dengue Viruses from Man

01/09/68 The Recent Human Disease Caused by Contact with African Green Monkeys in Germany

01/09/68 Yellow Fever Vaccine Free of Aviar. L ymphomatosis Virus

02/26/68 Aqueous Influenza Vaccine, Formula for FY 1969

05/23/68 Epidemiology of Recruit infectious Diseases, Stud% at the Recruit Training Center, Orlando, Florida

05/24/68 Blood Donor Criteria-Malaria

05/24/68 Central Source for Meningococcal Typing Sera, Recommendation that Such b-e Made Avaiable

05/24/68 Final Report, Dermatologic ream of the Commission on Cutaneous Diseases ot the Armed Force
Epidemiological Board to Vietnam, Harvey Blank, M.D.; Nando Zaias, M.D.; and Dav id Taplin

05/24/68 Recommended Length of Boilir.g Time

05/24/68 Serological Test for Syphilis, Recommendation Ifori

06/25/68 Recommendation Concerning Administration of Live Vaccines

07/19/68 Live Measles Virus Vaccine Booster Inoculation for Military Dependents Whoi 1tae Preiously Received
Inactivated Measles Virus Vaccine

342

Appendix 3



08/08/68 )ose of Acetone-Killed and Dried Typhoid Vaccine

09/20/68 Revised Influenza Vaccination Recommendation, 1968-1969

12/04/68 Influenza Virus Vaccine

12/23/68 Amantadine Hydrochloride

02/26/69 Chloroqum.n landI Primaquine Prophylaxis

05/27/69 Disinfection of Swimming Pool Water

06/03/69 Specifications for Tetanus Toxoids

06/03/69 Uniform Computer Reporting System on Disposition Diagnoses

01/08/70 Influen/a Virus Vaccine Composition for Use in the Period 1970-1971

03/12/70 Malaria: Conclusions and Recommendations

06/02/70 Oral Polio Vaccine

06/02/70 Procurement and Use of Type 4 Adenovirus Vaccine

06/02/70 Research and Use of Meningococcal Vaccines

06/02/70 Research and Use of Myocoplasma pnt'wnonhia Vaccines

06/02/70 Use of Adenovirus Vaccines and Need for Research

06/08/70 Disposition Diagnoses

06/08/70 Doxycycline Chemotherapy and Chemoprophylaxis of Rickettsial Diseases

06/20/70 Epidemitc Typhus Vaccine for Military Use--Specifications for

08/12/70 Typhoid Vaccine, Acetone Inactivated Dried

12/04/70 Influenza Virus Vaccine Composition for Use in the Period 1971-1972

01/15/71 Hepatitis Associated Antigen

02/02/71 Vaccination of Air Force Personnel with Oral Live Type 4 Adenovirus Vaccine

2/23/71 Malaria: Conclusions and Recommendations

02/12/71 Malaria Prophylaxis

03/31/71 Influenza Virus Vaccine

05/27/71 Surveillance of M. pneurnoniae Infection

05/28/71 E Strain Typhus Vaccine Acceptability i-ials

05/28/71 Killed Epidemic Typhus Vaccine Procurement

05/28/71 Killed Q Fever Phase I Vaccine Acceptability Trials

05/28/71 Live Types 4 and 7 Adenovirus Vaccine
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05/28/71 M. It'ulrzobnae Infection

05/28/71 Medical Surveillance of Personnel Exposed to Microwaves

05/28/71 Recommendations for Research on Biomedical Effects of Microwaves

05/28/71 Meningococcal Vaccine

05/28/71 Recommendation of Field Methods for Testing Free Chlorine Residuals In Potable Water

05/28/71 Recommendations on Other Respiratory Diseases

10/26/71 Investigation of Drug Abuse in Military Personnel

01/24/72 Influenza Virus Vaccine Composition for Use in the Period 1972-1973

02/23/72 Development of Improved Footwear

02/23/72 Spectinomycin (Trobicin, Upjohn) for tne Treatment of Gonorrhea

02/24/72 Recommendation for Continued Support of Research on Tropical Diseases

02/24/72 TB MEDs, Need for Revision

04/24/72 Recommendation of the AFEB ad hoc Committee on Drug Abuse

05/10/72 Suggested Corrections, Additions and Revisions of TB MED 232

05/26/72 Group C Meningococcal Vaccine-Routine Year-round Use

05/30/72 Recommendations for the Treatment of Gonorrhea

05/31/72 Development and Production of Efficacious and Safe Vaccines

05/31/72 Immunization Against Rubella

05/31/72 Tetanus Prophylaxis in Wound Management

05/31/72 Yellow Fever Vaccine

06/07/72 Group C Meningococcal Vaccine-Routine Year-round Use

01/02/73 Influenza Virus Vaccine Composition for Use in the Period 197.3-1974

01/23/73 Confidentiality of Venereal Disease Records in the Military Services

04/19/73 Reports of New Influenza V Strain

05/30/73 Periodic Medical Examinations

06/06/73 Influenza Vaccine Composition

09/18/73 Cholera Vaccination

09/18/73 Group C Meningococcal Vaccine

09/18/73 Integrated Training in I lealth and Environment

09/18/73 Live Types 4 and 7 Adenovirus Vaccines

09/18/73 Rubella Immunization Policy
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09/18/73 Teaching of Tropical Medicine

09/26/73 DoD Directive 6200 1, 27 April 1973, Venereal Disease Control Program of the Armed Forces

10/12/73 Recommendation for Scheduling Dosage for Oral Pohovins Vaccine in the Military Service

11/12/73 Procurement Standards Pertaining to Weight and Blood Pressure

12/26/73 Typhoid Immunization Requirements for Children

02/14/74 Influenza Virus Vaccine Composition for Use in the Period 1974-1975

11/01/74 Establishment of an Infectious Disease Investigation and Vaccine-Trial Capability

11/01/74 Health Maintenance and Prospective Medicine Programs in the Three Armed Services

11/01/74 Potential Disease Threat at Yuma Proving Ground

11/01/74 Refresher Training in Primary Medical Care

11/01/74 Teaching of Tropical Medicine

11/08/74 Acute Respiratory Disease Surveillance Programs in the Armed Forces

11/08/74 Modifications of Physical Standards in Recruitment for the All- Volunteer Forces

11/12/74 Influenza Vaccine Trial Protocols

75-1 Excessive Insecticide Contamination of the Environment

75-2 Cholera Vaccination

75-3 Booster Intervals for Diphtheria Tetanus Toxoids

75-4 Medical Facility Utilization witln the Armed Forces

75-5 Influenza Virus Vaccine Composition for Use in the Military for the 1975-76 Season

75-6 Recommendation re: Chest X-ray Examinations for Recruits

75-7 Military Health Care Study

75-8 Nosocomial Staphylacoccus epidermiuis Infection

76-1 Influenza Vaccine Composition for the 1976-77 Season

76-2 Influenza Vaccine Composition for the 1976-77 Season

76-3 Report of the ad hoc Study Team for R, % iew of the Scope of Periodic Physical Examinations in the Army

76-4 Recommendations of the ad hoc Study Team on Cholinesterase Inhibitors

76-5 Administration of Oral Polio Vaccine

76-6 Health Care Personnel with Hepatitis-Associated Antigenemia

76-7 Influenza Vaccine Composition for the 1971-77 Season

76-7S Supplement to the Recommendation on Influenza Vaccine Composition for the 1976-77 Season

77-1 Recommendation on Influenza Immunizations for I eb-Mar 77 and for the 1977-78 Season
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77-2 Reco..,endation on Poliomyelitis Immunization for Armed Forces Personnel

77-3 Recommendations on Policy for Immunization against Smallpox

77-4 Recommended Purity Level Specifications for Tetanus Toxoid

77-5 Recommendation on Immuniation of Military Recruits with Memngococcal Vaccine

77-6 Recommendations on Administration of Live Virus Vaccine to Female Recruits

78-1 Influenza Immunizations Against the Type A/(HN) Strain for the 1978-1979 Season

78-2 Recommendations on Influenza Vaccine Policy

78-3 Recommendations on Policy for Cutaneous Leishmaniasis

78-4 Recommendations on Policy for Asbestos-related Health Problems

78-5 Recommendation on Policy for Chest X-ray Examinations for Periodic Physical Examinations

78-6 Recommendations for the Operation of the Medical Examination Review Board

79-1 Influenza Vaccine Composition and Immunization Procedures for the 1979-1980 Season

79-2 Recommendations Concerning Protection of Armed Forces Personnel against Rubella and Rubeola

79-3 Recommendations on the Scope of Current Periodic Physical Examinations in the Armed Forces

79-4 Recommendations Concerning Protocol for "Epidemiologic Investigation of Health Effects in Air Force
Personnel Following Exposure to Herbicide Orange"

80-1 Recommendation on 'olicy for Smallpox Immunizatior

80-2 Recommendations on Policy for Measles Immunization

80-3 Recommendations Concerning Review of a Proposed Protocol for a Malaria Prophylaxis Study

80-4 Recommendations on 'olicy for the Use of Amantadine for Protection of Armed Forces Personnel against
Type A Influenza

80-5 Recommendation on Influenza Vaccine Policy for 1980-81

80-6 Typhoid Immunization Requirements for Dependents

81-1 Recommendations on a 'roposed Clinical Protocol for an Efficacy Trial of Gonococcal t'ilus Vaccine

81-2 Recommendation on Influenza Vaccine Dosage for 1981-82

81-3 Recommendation on l'olicy for Smallpox Immunization

81-4 Resolution Concerning Influenza Surveillance m the Armed Forces

81-5 Cholera Vaccine Use in the U.S. Armed Forces

81-6 Resolution Concerning the Continuation of the AFEB Task Force on Epidemiological Methods

81-7 Recommendations Regarding an Assessment of Population-Based Forecasting Models at thc Office of
Planning anid Policy Analysis

81-8 Recommendations Concerning TetanusiDiphtheria (td) and Plague Vaccine Dose Schedules in the
Armed Forcts
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82-1 Recommendations Concerning the Use of I lepatitis B Virus Vaccine in the Armed Forces

82-2 Recommendation on Influenza Vaccine Use for 1982-1983

82-3 AFEB Resolution,, Concerning Epidemiological Methods in the I lealth Care Delivery System

82-4 Resolution Supporting the NCI Follow-up Study on a Potentially Hyperimmunized 'opulation

82-5 Armed Forces, Epidemiological Board (AFEB) Recommendation, Regarding Potentially Hyperimmu-
nized Individuals

82-6 Armed Forces Epidemiological Board (AFEB) Recommendations on the Use of Antibiotics for Early
Treatment of Rickettsial and Diarrheal Disease among Rapid Deployment Joint Task Force (RDITF)
Personnel

82-7 Armed Forct Epidemiological Board (AFEB) Recommendations Regarding Continued Vaccination
against Smallpox in the Armed Forces

82-8 Recommendations Regarding Use of Quadravalent Polysaccbaride Meningococcal Vaccine

82-9 Armed Force.s Epidemiological Board (AFEB) Recommendation Concerning the Immunizatiton Schedules
in the Armed Forces

82-10 AFEB Recommendations Regarding Plague Vaccine and Tetanus-Diphthera Toxoids Dose Schedules

82-11 Armed Forces Epidemiological Board (AFEB) Recommendations Concerning the Immunization Require-
ments for Recruit and Active Duty Personnel during Pregnancy

82-12 Armed Forces Epidemiological Board (AFEB) Recommendations Regarding Collaborative Efforts
between the Military Medical Services and the Centers for Disease Control with Respect to Penicillin
Producing N,'isseria gonorrhotae (PPNG) Isolates and Epidemiologic Data

83-1 AFEB Recommendation for the Influenza Vaccine Composition, 1983-1984

83-2 Doxycycline Chemoprophylaxis against Leptospirosis

83-3 Recommendations on Epidemiological Methods in the Military .Medical Health Care Delivery Systems

83-.4 Utilization of 1983-1984 Influenza Vaccine

83-5 Review of Routine Chest X-ray Examinations for Recruits and Offic.r Candidates

83-6 Utilization of 1982-1983 and 1983--1934 Influenza Vaccine

83-7 Penicillin Prophylaxis Regarding Streptococcal Disease in Navy and Marine Corps Recruit sacilities

83-8 Malaria Chemoprophylaxis for Air Force 'ersonnel

84-1 Smallpox Immunization of Military Personrel

84-2 Rubella Prevention and Control

84-3 Armed Forces Epidemiological Board Review of tht U.S Navy Asbestos Medical Surveillance Program
(AMSP)

84-4 Composition and Dosage of the 1984-1985 Influenza Vaccine

84-5 Meningococca! Typing Surveillance of U.S. N-avy Recruit l'ersonnel

84-6 Hepatitis B Vaccine Use in the U.S. Disciplinary Barracks and Personnel Assigned to Korea
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84-7 Armed Forcs, I:pidemiiological Board Scientitic Advisor-. Panel Nominations to the Navy Asbestos
Medical Surveillance Program

8:;-I Availability and Quality of Epidemiological Data Relevant to Readiness Related Issues Regarding the
Incidence and Prevalen'ce of Disease Worldwide

8:-2 Epidemiological andi Preventive Medicine Capabilities Regarding Potential Worldt% ide Trouble Spots

8:;-3 Medical Constraints and Consequences of Increasing Participation of Women in the Armed Forces

85-4 !1'sposition of Ilepatitis BI Carriers

85-5 Route of Administration and Dosage of the Currently Licensed Hepatitis 13 Vaccine

8~i-6 Minimization of Disease Risks and Disinfectant Use during Card iopulmonary Resuscitation Trining
Utilizing Manikins

s:5-7 Interim Recommendations Concerning Chemoprophylasis of Chloroquine Resistant I'Iasimediwn
Ffripzrw:it (CRPF) Malaria

85-8 Humnan T-ILymphotrophic Virus Type III (FITlYV-Ill) Antibody Positivity

85-9 Immunization ot Asplenic Personnel

86-1 Spe.tctieomycin-Re. sistaint.Vis'i uorhte

86-2 Composition and Dosage of the 1986-1987 Influenza Vaccine

81-37 Additional Study, B Component, Armed Forces Influenza Vaccine

86-4 Revised Recommendations Concerning Chemoprophylaxis of Chloroquine Resistant Plsnthn
Fakiparitmn (CRPF) Malaria

86-5 Recommendation on japane-se 1B Encephalitis Prevention

86-6 Federal Malaria Vaccine P'rograms

$6- 7 Revised Influenza Vaccine for 19M6-1987

87-1 Recommendation on japanes-e 8 Encephalitis Prevention

87-2 Recommendation on Tetanus Toxoid Podrity

87-3 Recommendation for D~eletion of the Med.E-Jet from the Federal Stock System and Its Non-use for
Injections by the Military Services

87-4 Recommendat ions on Human Immunodeficiency Virus (0 IIV)

87-5 Recommendations on the Potential for I Iealth Risks oif the Bradley Fig~ht ing Vehicle (BR'V)

87-6 Composition and Dosage of the 19.8-1988M Influenza Vaccine

87-7 Ceftriazone Treatment of Gonorrhea

87-8 Recommendation on Ane:;s 1ibopicfus

87-9 Recommendations on Infections with IN-sgoilic Fermenter Type 27 in Splene~ctormzed Individuals

87-It) Recommendation- on Korean Hemorrhagic Fever
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88-1 Recommendation on Cardiovascular Screening of Soldiers Age Forty and Over

8.3-2 Recommendations, on Human Immunodeficiency Virus 0I IIV) Infectiox.

88-1 Recommendation tin the Utiii/atxon of Hypodermic Jet Injector Guns fur the lmmunuzation ot Military
Personnel

88-4 Recommendations onl Tuberculosis

88-6 Recommendations on I lepatitis R

89-1 Recommendation on the IDiseaseand ivironmental Alert Report Worldwide (DE:AR %V%)

89-1 Composition and Dosage of the 1989-4990 Influenza Vaccine

89-3 Recommendation on the Draft Technical Bulletin on Nonfragmentarv Injuries be-hind Defeated Armor

89-4 Recommendation on Typhoid Fever Vaccine

89-5 Recommendation on the Composite I Icalth Care Systemn (CHICS)

89-6 Recommendation on the Reduced Dose Regimens for Recombinant Hepatitis B Vaccine

89-7 Recommendations on Miefloquine Chernoprophvlaxis for Military Personnel

89-8 Recommiendlat ions on the Use of Zidovudine (AZT) in the Militarv
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Appendix 4

The Charters of the Armed Forces Epidemiological Board
and Its Predecessor Organizations

THE 1940 CHARTER

The Board for the Investigation and Control of Influenza
and Other Epidemic Diseases in the Army

The initial authorization that established the Board for the Investigation and Control of Influenza and Other
Epidemic Diseases in the Army, signed by A. P. Sullivan, Adjutant General, and dated 11 January 1941, appears on
page 20 of this volume together with the original charter, dated 27 December 1940, and signed by General James C.
Magee, The Surgeon General of the Army.

THE 1949 CHARTER

Armed Forces Epidemiological Board

SUBJECT: Armed Forces Epidemiological Board

TO: The Secretary of the Army

THRU: Director of Logistics
General Staff, United States Army

1. Reference is made to memorandum dated 21 February 2949 from the Secretary of Defense to the Secretarv of
the Army and Comment No. 1, dated 2 March 1949 from the Director of Logistics to the Surgeon General- subect of
each: Standardization of Preveot.ve Medicine Practices and Procedures within the Armed Forces. Under this
authority and with the concurrence of the Surgeons General of the Nav% and the Air Force, paragraph (d) of the re-
commemdationsof theCommitteeor Medical and I lospital Servicesof theArmed Forces has been implemented and
an Armed Forces Epidemiological Board hereby established.

2. The Armed Forces Epidemiological Board is organized as follows:
a. Name: Armed Forces Epidemiological Board.
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b. Authority: The authorization for establishment of the original Army Epidemiological Board was based
upon approval of such a request by the Secretary of War on 1 January 1941. Authority for expansion into an
Armed Forces Epidemiological Boar-i is based upon Memorandum from the Secretary of Defense to the
Secretay of the Army instructing thiv. thepresent Army Epidemiological Board beexpanded toreflect theneeds
of the three service- in the fields of medical, operational, and reu-search problems.

c. Mission: The Mission of the Armed Forctes Epidemiological Board will be:
(1) To furnish advice to the Armed Forces in establishing uniform and effective epidemic prevention

and control procedures.
(2) The provision within the National Military Establishment for specialized scientific advice,

consultation, and active working participation with member-, of the Armed Forces Medical Departmenis in the
study and solution of communicable disease and other preventive medicine problems.

d- Administration: The administration and policy of the Armed Forces Epidemioloical Board will be
effected by The Surgeon General of the Army as mutually agreed upon by the Surgeons General of the Army.
Navy, and Air Force.

e- The Board: The Board will consist of nine civilians who are selected on the basis of national !..onding in
fields allied to the function of the Armed Forces Epidemiological lkoard. Initially, appointments- will be three
each fora period of two, three, and four years. After a it-o-year period,one-third of the membershipof the Board
will be appoirted. After the ..itial two- and three-year terms, appointments wili' be for a period of four years.
The Board will select a PrLsident from its own membership. The members of the Board will be appointed as
consultants to the three Surgeons General and will be selected from nominations made by the Armed Forces
Medical Departments and with the final concurrence of the three Surgeons General.

f. Commissions: The Board will recommend toTheSurgeon General of the Army the establishment of such
commissions as it deems necessary from time to time, and for necessary periods, to assist it in accomplishing its
stated mission. When scientificall competent committeesand subcommitteesof the National ResearchCouncil
are available, these agencies will be used fur advice rather than to establish separate commissions. The Board
will select the members and designate the chairman of each commission to serve during the life of the
commission or for two years. whichever is :he shorter period.

g. Consultant Status: The Board and commissions will hold a minimum of one formal annual meetingand
such additional meetings as are necessary At the annual meeting of the Board, the Armed Forces requirennts
will be r,-viewed, reports will be reu-ved from all commission chairmen, a review of the past year's wo'k and
plans for future work in each particular field will be discussed and recommendations made. The President of
the Bcard will report to the Surgeons General of the Army, Navy, and Air For, 0 on matters pertaining to tlwcr
services. The Surgeons General will take cognizance of these reports and determine ihe indicated action.

h. Administrative Liaison: The coordination of the activities of the Armed -orces Epidemiological Board
and its commissions with the medical departments of the Armed Forces will be through an Army Medical Corp.
officer designated by The Surgeon General of the Armv as the Administrator, Armed Forces Fpidemiological
Board.

i. Funding: The cost of routine administration of the Armed Forces Epidemiological Board will be financed
by the United States Army Mtdical Department!. The Surgeon General of the Navy and The Surgeon General
of the Air Force will support The Surgeon Gentnal of ihe Army in budgetan presentatiom and appropriatin
hearings before reviewing authorities as such pertain to this joint Armed Forces organizaiion. No travel,
consultation, administrative work over and teyond routine or research projects are considered as routine
administration- These may be undertaken on the basis of a specific request by one or more of the Servict., and
in these instances the requesting Service or Services %%ill then finance the same. Routine administration costs
are considered to be the cost of the annual meetings of the Board and Commissions and the necessary !e.-,
assistance.

3. A list of the Board's membersh:ip is enclosed.

R. I. Blis
Major General
The Surgeon General
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THE 1953 CHARTER

The Armed Forces Epidemiological Board

The Armed Forces Epidemiological Board was established formaliy by Department of Defense
Directive 5154-8, dated 8 October 1953, and follows:

SUBJECT: Armed Forces Epidemiological Board

I. INTRODUCTION
Pursuant to the authority vested in the Secretary of Defense by the National Security Act of 1947, as amended,
there is hereby reconstituted within the Department of Defense the Armed Forces Epidemiological Board
(hereinafter referred to as "The Board"). The Board shall function as a joint agency of the three Military
Departments under the management conti ol of the Secretary of the Army, subjec, to the authority, direction and
control of the Secretary of Defense. The purpose of this Board is to provide the Military Departments with
scientific and research assistance and advice oik matters pertaining to problems in preventive medicine.

II. ORGANIZATION
A The Board shall be composed of nine members, selected from civil life on the basis of their national standing
in fields alLed to the functions of the Board. Members of the Board shall be selected and appointed on a
consultant basis by the Secretary of the Army, as nianavement agent, based on nominations made by the three
Surgeons General of the Military Departments. Each member shal t'c .pvoint d for a period of four years. Thae
members of the hoard shall elect a President from among themselves who wi.1 serve in this capacity for a p.riod
of two years i r - ; extended by re-election.

B. The Board may establish such commissions as it dee-ms neces.,ar% "C to time to assist in the
performance of its functions. Members of commissions shall be bciected a. i,. . .ed on a coi,',ditant basis
by the Secretary of the Army, as management agent, based on nommations of tile board. Such members ._!ll
serve during the life of the commission or for two years, whichever is thL shorter period. The Board shall
designate one of the members of each commission to serve as its director.

C The Board shall be assisted by an Executive Secretary and such qualified military and civilian personnel as
may be required in the administration of the activities of the Board. The Executive Secretary shall be a medical
corps officer of the Army, Navy or Air Force, selected on the basis of high professional qualifications and
demonstrated medical administrative ability in fields allied to the functions of the Board. The Executive
-e-retarv shill !,. appointed by the Secretary of the Army, subject to the approval of the Secretary of Defense,
bated on nominations received from the Army, Navy and Air Force. Normally, such appointment shall be for
a period of four years and shall be made on a rotating basis in the order of Army, Navy and Air Force, provided
that tile ,dilta "y Department next in line has in individual who meets the qualifications of the position and is
aeceptable to the nomilating and approving authorities. The Executive Secretary shall be responsible to the
Secretary of the Army, as manact,,,,.,lt agent, on administrative matters and to the Board on professional
matters.

Ili. FUNCTIONS AND RESPONSIBILITIES
A Under established Department of Detense policies, the Board shall:

I Ser% easa consultant body to the Military Dcpartments on technicalaspectsof the preventionand control
of disease an i injury.

2 rhrough r.search, field investigation and actve workng participation with members of the me :jcal
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services of the Military Departments, study communicable diseases i nd other preventive medicine problems,
and based upon findings furnish the Military Departments with specialized scientific advice and recommenda-
tions.

B. The commissions shall assist the Board in the performance of its functions by undertaking studies, field and
laboratory investigations, and rnake recommendations to the Board on such specific technical problems as are
assigned.

C, In the investigation of preventive medicine problems of the Armed Forces, the Board shall take into
consideration research conducted by other governmental and non-governmental agencies on similar problems,
the propriety of methods of research recommended to be employed by the military medical services, and the
pertinent practices employed by the Military De partments in the preventive medicine program.

D. It shall be the responsibility of the Board to make certain that the standards of ethics and scientific safeguards
are maintained in the performance of these functions, particularly with respect to programs involving medical
research and that such is consistent with the highest standards of military and civilian medicine, and further that
unnecessary duplication of effort be avoided.

IV. ADMINISTRATION
A The Secretary of the Army, as management agent, shall be responsible for the determination and provision,
within the limits of resources available to the Department of the Army for such purposes of adequate
administrative support required for the operation of the Board and its commissions. The terni "administrative
support," as used in this directive, is defined to include budgeting, funding, fiscal control, manpower control
and utilization, personnel administration, security administration, space, facilities, supplies and other admin-
istrative services. The Secretary of the Army, as management agent, may redelegate his authority in connection

B The Assistant Secretary of Deferse (Comptroller) shall arrange with the three Military Departments for the
financing of the Board and its activities.

C The Board shall meet as frequently as is necessary with the provision that a minimum of one formal meeting
be held annually. At each annual meeting the Board will review and discuss any existing problems and
requirc nents referred to it by the Military Departments which are related to its functions, evaluate the past
year's work and activities of the Board and its commissions in each particular field and plan for future work. The
President will report the findings of the Board to the three Military Departments.

D. The Executive Secretary shall supervise the administrative staff of the Board, provide such other assistance
and cervices as the Board and its commissions may require and perform such other pertinent duties as may be
specified from time to time by the Secretary of the Army, as management agent, and by the Board.

V. RELATIONSHIPS
A The President, the Board, its commissions, and the Executive Secretary are authorized to communicate
directly with other agencies of the Department of Defense and the Military Departments and appropriate sub-
divisions thereof, concerning any matter within its juri-diction and in which there exists a mutual interest or
responsibility.

B The Board and its commissions shall coordinate their efforts with all agencies within and outside the
Department of Defense wh-h have a mutual interest or responsibility with respect to any of its programs.

VI. MEMORANDA SUPERSEDED
This directive supersedes that portion of Secretary of Defense memorandum, dated 21 February 1949, Subect:
"Standardization of Preventive Medicine Practices and Procedures within the Armed Forces," .vhir.h pertains
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to the Armed Forces Epidemiological Board and the letter from the Surgeon General of the Army to the Secretary
of the Army, dated 29 November 1949, which established the Armed Forces Epidemiological Board

THE ORGANIZATION OF THE COMMISSIONS OF THE AFEB

A. MEMBERSHIP OF COMMISSIONS
1. Members

Members of a commission are nominated to the Board by the director on the basis of the competences
required to carry out the mission of the commission. The number of members of a commisson will depend
upon its work, but in general will be not more than 10 After approval by th'e Board, members will be
appointed as consultants to The Surgeon General of the Army, and may be employed as consultants by any
of the three Surgeons General. Ordinarily a secret security clearance will be requested (see Chapter V).

2. Associate Members
Associate members may be nominated to the President of the Board by the director and appointed with the
approval of the President. Such members may represent special fields of research, or geographical or
organizational areas which the director wishes to include in order to provide broad advice and prompt
assistance when problems arise.

3. Responsible Investigator
Scientists doing research under contracts sponsored by a commission are designated as responsible
investigators under the commission. They may or may not be members or associate members of the
commission.

TR C AND AETI IODS OF ArO1NTMENT
1. Full Members

Full members of a commission are appointed to two-year terms by The Surgeon General, Department of the
Army, upon the recommendation of the Armed Forces Epidemiological Board. There is no limit to the
number of terms that a member may serve. The director is designated by the Board. Tl e director selects,
with or without the advice of other commission members, the persons who are to be nominated for
comnaissio" membership and submits their names to the Board for approval, usually at the Spring Meeting

2. Associate Members
Associate members are appointed by a commission director, with the concurrence of the President of the
Board, and are formally notified by the Office of the Executive Secretary. Terms are for two years, ending
30June of the appropriate year, and there is no limit to the number of terms an associate member may serve.
Appointment. tocommittees, taskgroups, etc., are made by commission directors with the concurrence and
approval of the President of the Board.

3. Responsible Investigators
Responsible investigators hold appointments for the duration of their contracts The status of responsible
m estigator is for an indefinite period, ending % hen the commission-sponsored research is terminated, or
sooner if either party wishes to withdraw from the arrangement.

C. MEETINGS
1. Commissions

Commissions will hold at least one meeting each year. At this meeting the progress made by its
investigators should be reviewed, the future work of the commission outlined, and an estimate made of the
funds necessary to support these endeavors. The representatives from the Armed Forces should be
requested to present current problems that come within the competency of the commission. Recommen-
dations may be prepared for submission to the Board Commissions will hold such additional meetings
each year as are deemed necessary.

2. Ad Hoc Committees
Ad hoc committees can be formed within a commission to deal with specific problems, or from the
membership of two or more commissions to deal with broader problems. Committees of some p.,,,nanency
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and joint committees should be approved by he President of the Board. As many meetings may be held

as are dcemed necessary to accomplish their mission. The chairmen of such committees can call such
mneetings after notifA ing the directors of the commissions concerned. However, if such meetings involve

travel orders orother expenses, the approval cf the President of the Board must be obtained in advance, and
the ExNecutive Secretary notified so that appropriate orders may be issued, service representatives notified
and other necessary meeting arrangements made. A commission director is normally afforded membership,

ex officio, in such a committee.
3. Field Teams

The Board may at any time, when requested to assist the Armed For-es in a specific situation, organize a
team far field investigation. Such investigations may last from one day to ninety days or more, depending
entirely on the problem.

Melvin A. Casberg, M.D.
Assistant Secretary of Defense
(Health and Medical)

0IM-ATNILN1 01 l)IINSU
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THE 1974 CHARTER

The Board, Commissions, and Committees of the
Armed Forces Epid.'niiological Board

OTSG Memorandum No. 15-22,9 January 1974
This memorandum supersedes OTSG Memorandum 15-22, 10 May 1970

1. REFERENCES
a. Public Law 92-463,6 October 1972
b. Executive Order 11686, 7 October 1972
c. CSR 10-32, "Organization and Functions, Office of The Surgeon General"

2. BACKGROUND
a. In accordance with references a and b, the Charter for the Armed Forces Epidemiological Board filed 8

January 1973 (See Appendix):
(1) Reconstituted the Armed Forces Epidemiological Board as a joint agency of the Military Depart-

ments with the Secretary of the Army as Executive Agent (Sec D).
(2) Defined the purpose of the Board to serve "as a continuing scientific advisory body to the Surgeons

General of the military departments to provide them with scientific and professional advice and guidance in
matters pertaining to operational programs, policies, procedures, and research needs in the prevention of
disease and injury and promotion of better health" (Sec B).

(3) Provided that the Board will be composed of not less than 9 nor more than 13 piincipal members
who will be selected and nominated by the Surgeons General of the Military Departments and appointed by the
Secretary of the Army. They will be appointed on a consultant basis by the Secretary of the Army (Sec E).

(4) Provided that when necessary, the Board shall recommend the establishment of subcommittees
called commissions. Members of Commissions shall be appointed on a consultant basis by the Secretary of the
Army based on recommendations of the Board and nominated by the Surgeons General (Sec H [11).

(5) Provided that when required, the Board shall recommend establishment of informal ad hoc Study
Teams to advise on immediate medical problems of a crisis or urgent nature (Sec H 12]).

(6) Provided that the Army Medical Department is responsible for providing necessary support for the
Board.

b. Reference Ic designated the Directorate of Health Care Operations, that it provide administrative
support and staff direction of the Armed Forces Epidemiological Board.

3. PURPOSE
This memorandum:

a. Defines the specific areas of responsibility of the staff elements of DASG having staff supervision over
all duties and responsibilities of The Surgeon General re!ative to the Board.

b. Clarifies the channels of communication between The Surgeon General and the Board.

4. RESPONSIBILITIES
a. Chief, Health and Environment Division:

(1) Has primary staff responsibility forTSG in all matters relative to the Armed Forces Epidemiological
Board. These responsibilities include, but are not limited to:

(a, Coordination between TSG and the AFEB on all communications that relate to requests for
professional advce and recommendations concerning operational programs and policy development in the
area of disease and injury prevention and health promotion to include application of epidcmiological principles
to the control of acute and chronic diseases, environmental pollution control, and occupational health and the
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esign of new systems of health maintenance.
(b) Nomination of Board members
(c) Nomination and appointment of Executive Secretary

(2) Serves as point of contact in keeping the Board current on health and environment programs
(3) [EInsures that all staff actions are fully coordinated within DASG and other appropriate staff or

command activities before transmittal to the AFEB through the Executive Secretary.

Appendix to the Charter
The Armed Forces Epidemiological Board

A. DESIGNATION
The official designation of this committee is the Armed Forces Epidemiological Board, hereinafter referred to
as "the Board."

B. OBJECTIVES AND SCOPE
The B oard serves as a continuing scientific advisory body to the Surgeons General of the military departments
to provide them with scientific and professional advice and guidance in matters pertaining to operational
programs, policies, procedures, and research needs in the prevention of disease and injury, and the promotion
of better health.

C. DURATION
The period of time necessary for the Board to carry out its activities is two years. Should the requirement for the
Board continue be, I that period, rechartering of the Board will be accomplished in accordance with the
provisions of Pubi., Law 92-463, "Federal Advisory Committee Act," 6 October 1972, E.O. 11686 and
implementing OMB and DoD Regulations.

D. RESPONSIBLE AGENCY
The Board shall function as a joint agency of the three military departments with the Secretary of the Army as
Executive Agent The Surgeon General of the Army or his representative is the designated Federal employee
who shall approve all meetin- s and agendas in advance, be in attendance [at] all meetings, and is authorized
to adjourn any meeting when he determines adjournment to be in the public interest. The reports of the Board
shall be made to the Surgeons General. An Annual Report shall be submitted to the Executive Agent.

E. COMPOSITION
1 The Board shall be composed of not less than nine nor more than thirteen Principal Members selected from
civil life on the basis of their nationally recognized competence in fields allied to the functions of the Board.
Principal Members of the Board shall be selected and nominated by the Surgeons General of the military
departments and appointed by the Secretary of the Army. Principal Members of the Board shall, in addition,
be appointed on a consultant basis by the Secretary of the Army.
2 Term of officeshall be two years, with terms staggered so that the appointments of one-half of the Board shall
expire each year. A Principal Member may be appointed to a full two-year term, or to complete an unexpired
term, and may be reappointed to succeed himself, except that no Principal Member may serve more than two
full terms in succession. A former Principal Member may be reappointed to the Board after ar. interval of not
less than two years following completion of his last appointment.
3 The Principal Members of the Board shall elect from among themselves a President who shall serve in this
capacity for a period of two years, unless extended by reelection, but not to exceed two successive terms.

F. SUPPORT
The Army Medical Department is responsible for providing necessary support to the Board.

G. EXECUTIVE SECRETARY
1 The Board shall be assisted by an Executive Secretary and such other qualified military and civilian personnel
as may be required in administration of the activities of the Board. The Executive Secretary shall be an officer
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of the Army, Navy, or Air Force, a full-time salaried government employee selected on the basis of demonstrated
professional and administrative ability in fields allied to Board functions. The Executive Secre' ,hall be
appointed by the Secretary of the Army based on nominations of the Surgeons General. Nurmally the
appointment shall rotate among the three military departments in the order Army, Navy, and Air Force.
2. The Executive Secretary shall have authority to adjourn any meeting of the Board, its commissions, and ad
hoc Study Teams when it is considered to be in the public interest. He shall be assisted by an Administrative
Assistant and necessary clerical support. The Army Medical Department shall provide office space and
operational funds for salaries, travel, supplies, office, and related expenses.

H. DUTIES
The Board shall assist the three Surgeons General by providing timely professional advice and recommenda-
tions concerning operational programs and policy development in the broad area of disease and injury
pre% ention and health promotion to include application of new technological and epidemiological principles to
the control of acute and chronic diseases, environmental pollution control, occupational health, and the design
of neix systems of health maintenance. The Board -hall review pre% entive medicine programs of the military
departments as required.
1. Commissions. When necessarv, the Board shall recommend the e,4tablishment of sta,.ding subcommittees,
hereinafter called Commissions. The Commissions shall be Lhartered in accordance with the provisions of PL
92-463, E.O. 11686 and implementing OMB and DoD Regulations. In addition, members of the Commissions
shall be appointed on a consultant basis by the Secretary of the Army based on recommendation of the Board
and nominated by the Surgeons General. The Board shall designate one of the members of each Commission
to serve as its Director.
2. Ad Hoc Study' Teams. When required, the Board shall recommend establishment of such informal ad hoc
subcommittees or panels, hereinafter called ad hoc Study Teams, to advise on immediate medical problems of
a crisis or urgent nature. Such ad hoc Study Teams shall terminate when no longer required, but in no case longer
than twelxe months. Upon nomination by the three Surgeons General and approval by the Secretary of the
Army, each member of an ad hoc Study Team shall be appointed to associate membership of the Board.

I. ESTIMATED COSTS
The estimated annual operating cost of the Board is as follows:

1. Office of the Executive Secretary
Man-years: Military 1; Civilian 3
Budget: $32,000 (civilians only)

2 Board (and Study Teams)
Budget: $25,000 (two 2-day meetings of the Board and five 4-member ad hoc Study Teams)

J. MEETINGS
The Board shall meet at least once annually for an expected two-day period. Commissions, if established, shall
also meet at least once annually. Study Teams shall meet as needed.

K. TERMINATION DATE
The Board shall terminate 5 January 1975 or when its mission is completed, %% hichever is sooner, or unless prior
approval for its continuation is obtained.

L. DATE FILED

8 January 1973

FOR THE SURGEON GENERAL:

Gerald D. Allgood
Lt. Colonel, MSC
Assistant Executive Officer
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THE 1975 CHARTER

Armed Forces Epidemiological Board

(Reprinted from Federal Rtister, Vol. 40, No. 7, Friday, 10 January 1975)

Establishment, Organization, and Functions
In accordance with the provisions of Pub. L. 92-463, Federal Advisory Committee Act, notice is hereby given
that the Armed Forces Epidemiological Board has been found to be in the public interest in connection with the
performance of duties imposed on the Department of Defense by law.
The charter for the Armed Forces Epidemiological Board is as follows:

1. OFFICIAL DESIGNATION
The Armed Forces Epidemiological Board; hereinafter referred to as "the Board."

2. OBJECTIVES AND SCOPE
The Board serves as a continuing scientific advisory body to the Surgeons General of the military departments
to provide them with scientific and professional advice and guidance in matters pertaining to operational
programs, policies, procedure:, and research needs in the prevention of disease and injur% and Ithel promotion
of better health.

3. DURATION AND OPERATION
The Board is established for a period of two years or when its objectives have been attained, whichever is sooner,
unless prior approval is received for continuation. The Board will operate in accordance with the provisions of
Pub. L- 92-463, EO 11769, and OMB, DoD, and DA regulations governing Federal Advisory Committees.

4. RESPONSIBLE AGENCY
The Board shall function as a joint agency of the three military departments with the Secretary of the Army as
Executive Agent and under the management control of the Surgeon General, Department of the Army. The
Reports of the Board shall be made to the Surgeon General. An Annual Report shall be submitted to the
Executive Agent.

5. SUPPORT AGENCY
The Army Medical Department is responsible for providing necessary support to the Board. The Executive
Secretary shall be assisted by an Administrative Assistant and necessary clerical support. The Army Medical
Department shall provide office space and operational funds for salaries, travel, supplies, office, and related
expenses.

6. COMPOSITION
a. The Board shall be composed of not less than nine nor more than thirteen Principal Members selected

from civil life on the basis of their nationally recognized competence in fields allied to the functions of the Board.
Principal Members of the Board shall be selected and nominated by the Surgeons General of the military
departments and appointed by the Secretary of the Army. Principal Members of the Board shall, in addition,
be appointed as consultants to The Surgeon General, Department of the Army.

b The term of office for Principal Members shall be two years, with individual terms staggered in order
toassurecontinuity A Principal Member may be appointed toa full two-year term, or to complete an unexpired
term, and may be reappointed for a second term, except that no Principal Member may ser% e more than two full
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terms in succession. A former Principal Member, having served two terms in succession, may be reappointed
to the Board after an interval of not less than two years following termination of his last appointment.

c. The Principal Members of the Board shall elect from among themselves a President who shall serve in
this capacity for a period of two years. The President may, by reelection, ser% e a second term, but shall not exceed
two successive terms.

d. The Board shall be assisted by an Executive Secretary and such other qualified military and civilian
personnel as may be required in [ thel administration of the activities of the Board The Executive Secretary shall
be an acti% e-dutv officer of the Army, Na% y, or Air Force, selected on the basis of demonstrated professional and
administrati% e ability in fields allied to Board functions. The Executive Secretary shall be appointed by the
Secretary of the Army based on nominations by the three Surgeons General. Normally the appointment shall
rotate among the three military departments in the order: Army, Navy, and Air Force.

e. A full-time employee or officer of the Federal Government will be designated %% ho will attend each
meeting and h is the authority to adjourn any meeting which he determines not to be in the public interest.

7. DUTIES
The Board shall assist the three Surgeons General by providing timely professional advice and recommenda-
tions concerning operational programs and policy development in the broad arealsi of disease and injury
pre\ ention and health promotion, to include application e new technological and epidemiological principles
to the control of acute and chronic diseases, environmental plution control, occupational health, and the
design of new systems of health maintenance. The Board shall revi... preventive medicine piograms of the
military departments as required.

a. Commissions. To assist the Board in the performance of its functions an provide augmentation with
nationally recognized experts in the scientific specialties represented in each of these bi, ..'d areas of concern to

the Board, three formal standing subgroups, hereinafter called Commissions, shall hereby be chaitered with the
Board. These shall be designated as follows:

(1) Commission on Disease Control
(2) Commission on Environmental Quality
(3) Commission on Health Maintenance Systems

The Surgeon General of the Army or his representative is the designated Federal Employee who shall approve
all meetings and agendas in advance and attend all meetings. He is authorized to adjourn any meeting when
he determines adjournment to be in the public interest. The reports of Commissions shall be made to the Board.
The Commissions shall terminate or be renewed coincident with the Board, based upon recommendations from
the three Surgeons General. Other Commissions may be established as necessary, in accordance with the
provisions of Pub. L. 92-463, EO 11769, and implementing OMB, DoD, and DA regulations. Members of the
Commissions shall be appointed by The Surgeon General, Department of the Army, as management agent of
theSecretary of the Army, based on nominations by the Board and the Surgeons General. The term of office shall
be two years. No Commission member shall serve more than two successive terms. The Board shall designate
one of the members of each Commission to serve as its Director. Commission members shall be appointed as
consultants to The Surgeon General, Department of the Army.

(a) Conunission on Disease Cntrol. Objectives, scope, and duties: The Commission on Disease Control
shall function as an advisor, body to the Board and the Surgeons General, providing timely professional advice
and recommendations regarding operational programs and policy on disease control problems in the Armed
Forces. This group of infectious disease specialists will constitute the working arm of the Board in the area of

disease control. It shall meet as necessary, with the approval of the Board, for [thel purpose of providing the
latest scientific evaluations and recommendations concerning immunizations, chemoproph, laxis, and therapy,
as well as disease surveillance, prevention, and control.

(b) Commission on Environmental Quality. Objectives, scope, and duties: The Commission on Environ-
mental Quality shall function as an advisory body to the Board and the Surgeons General providing timely
professional advice and recommendations for the protection of the environment from adverse effects of military

activities and [thel protection of members of the Armed Forces from disease and injury associated with their
military duties. This group of environmental- and occupational-health specialists will constitute the working
arm of the Board in the area of en% ironmental quality. It shall meet as necessary with the approval of the Board
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for I thel] purposeof pro, iding the latest scientific e' aluations and recommendations toncerning I thel protection
of both the environment and military personnel in all activities of the Armed Forces.

(c) Contnission on Health Maintenance Systen:i,. Objectives, scope and duties: The Commission on
Health Maintenance Systems shall function as an advisory body to the Board and the Surgeons Ceneral
providing timely professional ad% ice and recommendations regarding operational programs and policy in
those areas relating to maintenance of health in the Armed Forces. This group of health-maintenance and
chronic-disease-control specialists will constitute the % orking arm of the Board in thearea of health maintenance
systems. It shall meet as necessary, with the approval of the Board, for the purpose of providing the latest
scientific e aluations and recommendations concerning the assessment of those physical, nutritional, behav-
ioral, hereditary, and other characteristics of individuals and populations which are associated with the
de% elopment of chronic disease or disability, and those programs %% hich can be implemented to prevent those
events which result in lost duty-time for Armed Forces personnel.

b Ad Hoc Study Teams. When necessary, the Board shall recommend the establishment of temporary,
informal ad hoc subcommittees or panels, hereinafter called ad hoc Study Teams, to advise on immediate
medical problems of a crisis or urgent nature. Each ad hoc Study Team shall terminate within twelve months
after litsi establishment, or whenever its mission is completed. whichever occurs first. Members shall be
nationally recognized experts in those specialties pertinent to matters to be considered b% the Team, and shall
be appointed by The Surgeon General, Department of the Army, based on nominations by the Board and the
Surgeons General. The Team Ch'airman shall be designated by the Board.

8. COSTS
The estimated annual operating cost of the Board is as follows:

a. Office of the Executive Secretary:
Man-years:

Military-I
Civilian-2

Budget:
S29,000 (civ.lians only)

b. Board (including Commission and ad hoc Study Teams):
Budget:

$40,000 (two 2-day meetings of the Board, three 1 -day meetings of each Commission, and two i-
day meetings of ad hoc Study Teams)

9. MEETINGS
The Board shall meet at least once annually for an expected two-day period. Commissions and ad hoc Study
Teams shall meet as needed. It is estimated that the Board will meet twice annually for 2-day meetings, that each
of the 3 Commissions will meet annually for 1-day meetings, and that an ad hoc Study Team will meet twice
annually for 1-day meetings.

10. TERMINATION DATE
5 January 1977

11. DATE CHARTER FILED
9 January 1975

Mauric" W. Roche
Directorate for Correspondence an. Directivens
OASD (Comptroller)
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THE 1978 CHARTER

Department of Defense Directive 5154.8

Date: 6 November 1978
Subject: Armed Forces Epidemiological Board

References:
(a) DoD Directive 5154.8, "Armed Forces Epidemiological Board," 8 October 1953 (hereby cancelled)
(b) Public Law 92-463, "The Federal Advisory Committee Act," 6 October 1972
(c) Executive Order 12013, "Advisory Committee Functions," 1 December 1977
(d) DoD Directive R00.19, "l'olicie-s for the Management and Control of Information Requirements," 12 March
1976

A. REISSUANCE AND PURPOSE
This Directive:
1. Reissues reference (a) to (a) establish the Armed Forces Epidemiological Board (hereafter referred to as the
"Board"), pursuant to the authority of the Secretary of Defense (10 U.S.C. 125 and 133); and (b) continue the
Board in consonance with present rul-, regulations, and practices concerning Federal Advisory Committees;
and
2. Establishes the Office of the Executive Secretary for managing and administering the activities of the Board.

B. APPLICABILITY
The provisions of this Directive apply to the Office of the Secretary of Defense and the Military Department-.

C. POLICY
1. The Secretary of the Army, subject to the authority, direction, and control of the Secretary of Defense, shall
serve as Executi, e Agent, and the Surgeon General, United States Army, shall exercise management control of
the Board. The Board shall function as a joint entity of the Military Departments, subject to the provisions of
references (b) through (d.
2. The Board shall serve as a continuing scientific advisory body to the Assistant Secretary of Defense (Health
Affairs) and the Surgeons General of the Military Departments, previdin;; them with timely, scientific, and
professional advice in matters pertaining to operational programs, policy development, and research needs for
the prevention of disease and injury and the promotion of health.

D. DURATION
The Board, as a continuing advisor committee, .hall be subject to renewal even' 2 years in accordance with
Public Law 92-463 (reference Ib).

E. ORGANIZATION AND MANAGEMENT
1. The Board shall be comprised of a maximum of 13 members, selected on the basis of their nationally
recogmized competence in fields allied to the functions of the Board, nominated b% the Surgeons General of the
Military Departments, and appointed by the Secretary of the Army.

a. Members of the Board normally shall be appointe-d as consultants to the Surgeon General, Department
of the Army, unless at the time ,f appointment to the Board the individual already holds an appointment as a
consultant to the commander of a medical center or to the surgeon of a maj)r headquarters, which may be
continued.
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b. Members ma% be employedasconsultantson a "%ithoutcompensa tion" ora "whenactuall% emplo% ed"
basis by each of the Military Departments. A security clearance of SECRET shall be requested for Board
members.

(1) A full term or office for members shall be 2 years, with individual terms staggered in order to assure
continuit%. A member ma% be appointed to a full 2-}ear term, or to Lomplete an unexpired term, and may be
reappointed for a second term, except that no member may serve more than 4 %ear in succession. A former
member, having ser' ed 4 years in succossion, ma% be reappointed to the Board after an inter\ al of not less than
2 years following termination of the last employment.

(2) The members of the Board shall elect from among themselves a President who shall ,erve in this
capacity for a period of 2 years or the elected member's remaining term of office, h% liche\ er is less. The Preident
may, b% reelection, serve a second term if eligible under paragraph E. I .b.( I), but shall not exceed t%, o successive
terms.
2 When necessary, subcommittees, either continuing or ad hoc, shall be established as th. wver!,ni grnp ,f
the Board to assist the Board in the performance of its functions.

a. Subcommittees!shali (1) conform to the provisionsof Public Lai. 92-463 (reference Ibl) and implementing
OMB and DoD issuances which govern the operation- ol the Board, and (2) receive support from and report
through the Board. They shall meet as ofte:n as :s necessary to serve the needs of the Armed Forces.

b. Subcommittee membLr,_-,hall be Board members whose major interest and expertise fall within thescope
of concern of the particular subcommittee to which they areappointed. The President of the Board shall appoint
members to subcommittees and de-,ignate one of them to serveas the directorof continuing subcommittees and
chairpersons of ad htc subcommittees. Board members may be appointed memben cf ionore than one
subcommittee.

c. When necessary, a subcommittee may request the advice of a number of nonvoting consultants in order
to, enable it to carry on its work while providing the requisite balance in viewpoints represented and breadth of
expertise. Consultants used repeatedly may be appointed consultants to the Surgeon General, Department of
the Army, others may be utilized as temporar- consultant-, on a "when actually employed" basis by service
contract. Qualified active duty militar. and civil service scientists, as well as nongovernmental civilian experts,
may be utilized as consultants.

d. Ad hoc subcommittees may be established to obtai~i the advice of nationally eminent specialists whose
expertise is needed for theconsideration of specific medical problems requiring immediateattention ani action.
Each ad hoc subcommittee shall terminate within 12 months after establishment, or when its mission is
completed, whichever occurs first.
3. The Board shall be assisted by an Executive Secretary who shall be an officer of the Army, Navy, or Air Force,
selected on the basis of demonstrated professional and administrative ability in fields allied to Board functions.

a. The Executive Secretary shall be apptinted by the Secretary of the Army, based on nominations by the
Surgeons General of the Military Departments. Normally, the appointment shall be for a period of 4 years and
shall rotate among the Military Departments in the order of Army, Navy, and Air Force, provided that the
Military Department next in rotation hasan individual available who satisfies the qualificatons for the position
and is acceptable to the nominating and appointing authorities and to the Board.

b. The Executi%. Secretary shall be assisted b% military and civilian personnel as may be required in the
administration of the activities of the Board.
4. The Surgeon General of the Army, or a representative, is designated the offirial required by the Federal
Advisor% Committee Act (Public Law q2-463, reference Ibl) to (a) approveall board and subcommittee meetings
and agenda in advance (b) attend all meetings; and (c) adjourn any meeting when it is determined to be in the
public interest.

F. RESPONSIBILITIES AND FUNCTIONS
. A The Surgeon General, United States Arm,,as management agt nt, shall be responsible

for providing administrative support for operation of the Board. This support includes funding, fistal control,
manpower control and utili/ation, personnel administration, seca.rit admini.,tration, space, tatilities, supplies
and other administrative .srvi,:es.
2. Rr,anr Ih Pro'.rcs lRrwinW. Representativesof the Military Dcpattmentssiall conduct an annual re% iew to keep
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tile Board informed of the militarv research progress in the field of infettious disease,.
3. Duies. The Board shall assist the Militar% Department.~ b% providing timel%, scientific, and professional
ad vice and romentoncocrg prtonlrgrnpolic% development, and research needs for the
(a)i prevention of disease anti iniurv, (b) promlotion of health b% the application of ne%% technological anti
epitie-miological principles to thle control oif acute and %.hromzc diseases, (c) protection of the en% ironment. (d)
improvement of occupational health progr.,rns, and (e) dlesign of new system of health maintenance.

a. The Board shall review preventive medicine programs of thle M vDeprtments as appropriate.
b. Written requests for assistance, ad% icc, or guidance Ma% be presented to the Board by representatives%

of the Office of the Secretar% of Defense or of the Surgeons General during formal Board meetings or at any time
a problen requires consideration.
4. XMe-ttincgs. The Board .,hafl niet-as freQIoentl% as is necessari to ac~omphish its mission,.% ith at leas!t one to ilma!
meetii; innualh'. Subcommittees, shall meet as frequentl'. as netc ssar; ii% ith thc appro'.al of the designated
F..Jerai official and the Board. All meetings shall be held i tkonforn.zewith Public la,,% 92-4t)- treference IbI)

-'ort.. The l'residm!n hail report the Board's findings and recumn ed-tions throga (h eutv

Sertr.to the Assistant Secretarv of Defense (I Icaith Affairs)', The S irgeons (,.eneral, and other agencies
requesting lh& Board's iss;,-tancc.

a. isubticommfitteet reports shall be issued to the Board through the Eyecutive Skcretarn. These ros
subsequently may be the basi% fi~r rz,,nitinendations from the Board to tile ASI)( IA), 1 hL Surgeons General,
or (Ifhun;

'b. Annual rev.'rts' ,, 'he Ex-ecuti'.-L Agent and Committee Management authorities shall be submitted b%
the Execuitive Secretary.

c. Such reports are exempt from licensing anidappro'.al pursuant to subsection VII.C., enclosure 3, DoD
Directi ve 5000.19 (referont. v jd ';.
t). ( klk.- o'f i, Exeeutftr' Secretary

The Office of the Executive Secretarv is hereby established uinder the provisions of this Directive, and
shall provide the chanuic~s through which the Armied Forces _may obtair scientific and proict-,ional advice from
civilian experts in matters related to the prevention of disease and injury and the promotion of health.

b. The Executive Secretary shall:
(1) Povideinfomati ...-dassistance as Board members may require in their Boa.rd wftivities and

ma,; serve as the liaison or point of contact between the Board and oth er agencies.
(2) Prepare reports, minutes, recommendations and records, and maintain the official filesof all Board

activities, costs, and closed meetings, in accordance with Public Lair4(3.niplementing directives and
Executive Order 12013 (references [bland Icd) governing the operation of Federal Advisory. Committees.

(3) Ensure that all Board activities comply with the Federal Advisoiry Committee Act and Executive
Order 12013 (references IbI and [0).
7. Subcorniitiees. Three fornal, tontinuing subcommittees shall be chartered w.ith the Board. The Executive
Secretary, in response to specific written req-.uests forassistance. shall coord inate the organizatiton and utilization
of these subcommittees, as follows:

a. The Subcommit~jtee on Disease' ontroi shall:
(1) Fu nct ion as an ad visors' body to thle M il ita ry Depa rtments thlrough thfe Boa rd, provid ing timely,

professional adivice and ret.omnmen4tions regarding operational programs. policy development, and re_,search
needs for disease control problems in the Armed Forces.

(2) Constitute the working arm of the Board in the area of disease control, and
(3) Meet as necessary with theapproval of thedesignated Fedieral official and the Board fur the purpose

of providing evaluations and recommendations concerning immunwat ions, chemoptoph'. laxis and thera. v, as
well as disease surveillance, prevention, and control.

b. The Subcvomm~ittee onm Environmnental Qualityl shall:
(1) Function as an advisory bodyxi to the Military D~epartments through thle Board, providing timely

professional adv-ice and r-com)nmendaitions rega,,rding operaitio~nal prograims. polio.de'.elopment and reseairch
needs for the protection of the environment from adverse effects of military acti%.mms and protection tif
Department ot fDefense personnel from disease and injuryassociated with their dt.L-.
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(2) Constitute the working arm of the Board in the area of environmental quality.
(3) Meet as ncessary with theappro~ al of the designated Federal official and the Board for the purpose

of providing cientifil ev alua tbns and recommendations concerning protection of buth the en% iror.ment and
DoD personnel in all activities- of the Armed Forces.

c. -he Suthonmniftec n fealth Maintenance Sustemns shall:
uM Function as an advi--ory ud to the Military - )epartnients through th. Board, providing ti mely

proftessio-:t zv's iLe and rvornendations reg-arding ope'rational programs, polk% des elopment and re:searth
needs in thos-e areas related to maintenance dl health and partitularly for meeting operation.!~ contingenues.

(2 Constitute the working armi of the Board in the area of health maintenance systems.
(3) Meet as nece-ss-ary, with the approval oif the designated Federal official and the Ntaf J, for the

purpose of providing scientific evaluations and recommendations concerning:
(a) The assessment of those physical, nutritional, behiavioral, hereditary, and ot her cha racterist ics,

of individuals and populations which are associated with the de-ehip n tent of chronit. dise-ase or disability,
(b) Those programns which can be implemented to prevent or decrease lost duty time for Armed

Forces personnel. and
(0) Those epidemniological and management techniiques applicable to the desitn of more efficient

health service programs, particularly with regard to preparations for s-ariesi operational contingencies.

G. RELATIONSHIPS
On beohalf of the Board, the l're-sident of the Boazd and the Exec-utive Setcretary are auithorve-d to comniunicate
d irectly .ih the agencies or !he Departmer' of Defense, the \1ilitary-Departments, subdivisions thereof, other
governmental and nongos.ernmental a ;encie,, and consultants, concerning matters in which there is a mutual
interest or responsibility.

H. EFFECTIVE DATE AND IMPLEMENTATION
This Directive is eiff--xtive immediately. Forward two copies of implementing r#%ulations .1o the Assistant
Secretary oif DetenseA (Health Affairs) within 120 days.

C W.Dncn r.
L XPuty Secretary of De-fense.
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The Aryned Ferces Epitdeindiogical Bored

THE 1980 CHARTER

Organization and Functions
Armed Forces Epidemiological Board

Headquarters
Department of the Army
Washington, DC
15 May 1980

A. OFFICIAL DESIGNATION
The Armed Forces Epidemiological Board; hereinafter referred to as "the Board."

B. OBJECTIVES AND SCOPE
The Board serves as a continuing scientific advisory body to the Surgeons General of the military departments
and the Assistant Secretary of Defense (He Ith Affairs) pro, icing them with timely scientific and professional
advi.e and guidance in matters pertairin i oprpt,i,,t t., .rams, policy development and research needs for
the prevention of disease and injury, and promotion of health.

C. DURATION
The Board shall be established as a continuing advisory committee subject to renewal every two years in
accordance with public law

D. RESPONSIBLE AGENCY
The Surgeon General, Department of the Army, will exercise management -ontrol of the Board subject to the
authority, direction, aid control of the Secretary of Defense with the Secretary of the Army serving as Executive
Agent. Subject to the provisions of P.L. 92-463, EO 11769 and GSA, DoD and DA directives governing Federal
Advisory Committees, The Surgeon General of the Army, or his r presentative, shall be the designated federal
officer or employee required by the Federal Advisory Committee A' t to approve all meetings and agenda in
ad-ance and attend all meetings. He shall be authorized to a journ any meeting when he determines
adjournment to be in thE public interest. The executive Secretary, or other official may be des gnated a- the
represemative of the Surgeon General. Reports, findings, and recommendations by the Board shall be made to
the three Surgeons General, the Assistant Secretary of Defense (Health Affairs). and other DoD agencies
requesting the Board's assistance.

E. SUPPORT AGENCY
The Surgeon General, Department of the Army, .s management agent, shall be responsible for providing
administrati, -_ support for operation of the Board Administrj*ive support is define!d to include budgeting,
funding, fiscal cocntrol, manpower control and utilization, personnel administration, security a.'ministration,
space, facilities, supplies, and other administrative services.

F. DUTIES
The Board shall assist th three Surgeons Gencral and the Ass.,tirat 3ecrttary of Defense (Health Affairs) by
providing timely scientific and professional advice and recommeidations concerning operational programs,
policy development and research needs for the prevention of disease and injury, and promotion of health by the
application of iew technological and epidemiological principles to the control of acute and chront(, iseases, the
protection of the environment, the improvement of occupational health programs, and the design of new
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systems of health maintenance. The Board shall review preventive medicine progiams of the military
departments as required.

G. COST
The estimated annual operating costs are:

Man-years: Military 1, Civilian 2
Budget (travel, honoraria, and staff salaries) $140,000

H. MEETINGS
The Board shall meet as frequently as is necessary to accomplish its mission, with the provision that a minimum
of one formal taeeting be held ant illy. Subcommittees shall meet as often as is necessary. It is estimated that
tie Board will meet three times annually for two-day meetings, that the three continuing subcommittees will
each meet three times annually for one-day meetings,, and that ad hoc subcommittees will meet four times
annually for one-day meetings.

I. TERMINATION DATE
As a continuing advisory committee, the Board is subject to renewal two (2) years from the date this charter is
filed.

1. COMPOSITION AND TERMS OF MEMBERSHIP
1. The Board shall be composed of a maximum of 13 membersselected on the basis of their nationally recognized
competence in fields allied to the functio.,.- of the Board. Members shall be selected and nominated by the
Surgeons General of the military departments and appointed by the Secretary of the Army. Members of the
Board normally shall be appointed as consultants to The Surgeon General, Department of the Army, unless at
the time of appointment to the Board they are full-time officers or employees of the .ederal government.
2. The term of office for members shall be two years, with individual terms staggered in order to assure
continuity. A member may be appointed to a full two-year term, or to complete an unexpired term, and may
be reappointed for a second term, except that no member may serve more than two full terms in suLcession. A
former member, hav ing served two full terms in succession, may be reappointed to the Board after an interval
of not less than two years following termination of his last appointment. The members shall elect from among
themselves a president who shall serve in this capacity for a period of two years. The president, by reelection,
may serve a second term, but shall not exceed two successive terms.
3 The Board shall be assisted by an Executive Secretary and such other qualified military and civilian personnel
as may be required in the administration of the activities of the Board. The Executive Secretary shall be an officer
of the Army, Navy, or Air Force, selected on the basis of demonstrated prefessional and administrative ability
in fields allied to Board functions. The Executi% eSecretary hall be appointed by theSecretary of the Army based
on nominations by the Surgeons Gereral of the military Department~s. Normally, the appointment shall rotate
among the three military departments in the order Army, Navy, and Air Force.

K. SUBCOMMITTEES
Subcommittees, either continuing or ad hoc, shall be established as needed as the working groups of the Board
to assist the Board in the performance of its functions.
I Subcommittees shall conform to the provisions of P.L. 92-463, EC 12024, and implementing GSA, DoD, and
DA directives which govern the operations of the Board, and shall ret eive support, function, and report through
the Board. They shall meet as often as necessary consistent with thc needs of the Armed Forces.
2 Subcommittee members shall be Board members whose major interc.ts and expertise fall within the scope
of concern of a particular subcommittee. The presiuent of the Boart shall appoint members and designate one
of them to serve as the director of a continuing subcommittee or the chairperson of an aa hoc subcommittee.
Whvo necessary, each subcommittee may request the advice of nonvoting consultants in order to enable it to
carry on its work while providing the requisite balance in viewpoints represented and breadth of expert~se.
3 Three formal, continuing subcommittees shall herbv be chartered with the Board These shall be a. follows.

a The Subctf,7nittee on Disease Control shall function asa subcommittee of the AFEB with specitic emphasis
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on operational programs, policy de elopment, and research needs for disease control in the Armed Forc s. This
group of infectious disease specialists shall constitute the working arm of the Board in the area of disease control
It shall meet as necessary with the approval of the Board for the purpose of providing the latest scientific
evaluations and recommendations concerning immunizations, chemoprophylaxis, and therapy, as well as
disease sui veillance, prevention, and control. The duties of this subcommittee are entirely within the duties of
the parent committee (The AFEB) and all members of the subcommittee are members of the parent committee.

b. The Subconnnittee on Envoroninental Quality shall function as a subcommittee of the AFEB with specific
emphasis on operational programs, policy development and research needs, for the protection of the environ-
ment from adverse effects of military activities and protection of Department of Defense personnel from disease
and injury associated with their duti-s. This gi .up of environmlLntal- and occupational-health specialists shall
constitute the working arm of the Board for the purpose of providing the latest scientifk L.aluations and
recommendations concerning protection of both the environment and DoD personnel in all activities of the
Armed Forces. The duties of this subcommittee are entirely within the duties of the parent committee (The
AFEB) and all members of the si'committee are members of the parent committee.

c. The Subconnntee l- Health Maintenance Systems shall function as a subcommittee of the AFEB with specific
emphasis or. operational programs, policy dek elopment, and research needs in those areas related to mainte-
nance of health, and particularly for meeting operational contingencies. This group of health maintenance and
chronic-disease-control specialists shall constitute the working arm of the Board in the area of health mainte-
nance systems. It shall meet as necessary with the approval of the Board for the purpose of providing the latest
scientific evaluations and recommendations concerning

(1) the assessment of those physical, nutritional, behavioral, hereditary, and other characteristics of
individual and populations which are associated with the development of chronic disease or disability,

(2) those programs which can be implemented to prevent those events which result in lost duty time
for Armed Forces personnel, and

(3) those epidemiological and management techniques applicable to the design of more efficient health
service programs, particularly with regard to preparations for x aried operational contingencies. The duties of
this subcommittee are entirely within the duties of the parent committee (The AFEB) and all members of the
subcommittee are members of the parent committee.
4. When necessary, the Board shall establish informal ad hoc subcommittees to consider specific medical
problems of an urgent nature requiring immediate attention and action. Each ad hoc subcommittee shall
terminate within 12 months after establishment, or whenever its mission is completed, whichever occurs first.

L. Date Charter filed

1 October 1980

By Order of the Secretary of the Army:

E. C. Meier
General, United States Army
Chief of Staff

Official:
I. C. Pennmngton
Major General, United States Army
The Adjutant General
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THE 1986 CHARTER

The Armed Forces Epidemiological Board

A. OFFICIAL DESIGNATION
The Armed Forces Epidemiological Board; hereinafter referred to as "the Board."

B. OBJECTIVES AND SCOPE
The Board serves as a contnuing scientific advisory bod, to the Surgeons General of the military departments
and the Assistant Secretary of Defense (Health Affairs) pro% iding them with timely scientific and professional
advice and guidance in matters pertaining to operational programs, policy de% elopment and research needs for
the prevention of disease and injury, and the promotion of health.

C. DURATION
The Board shall be established as a continuing advisory committee subject to renewal every two years in
accordance with public law.

D. RESPONSIBLE AGENCY
The Surgeon General, Department of the Army, % ill exercise management control of the Board subject to the
authority, direction, and control of the Secretary of Defense with the Secretary of the Army serving as Executive
Agent Subject to the provisions of P.L 9~-463, EO 11769, and GSA, DoD, and DA directives governing Federal
Advisory Committees, the Board shall function as a joint agency of the three military departments. The Surgeon
General of the Army or his representative shall be the designated federal officer or employee required by the
Federal Advisory Committee Act to approve all meetings and agenda in advance and attend all meetings. He
shall be authorized to adjourn any meeting when ht determines adjournment to be in the public interest. The
Executive Secretary or other official may be designated as the representative of the Surgeon General. Reports,
findings, and recommendations by the Board shall be made to the three Surgeons General, the Assistant
Secretary of Defense (Health Affairs), and other DoD agencies requesting the Board's assistance.

E. SUPPORT AGENCY
The Surgeon General, Department of the Army, as management agent, shall be responsible for providing
administrative support for operation of the Board. Administrative support is defined to include budgeting,
funding, fiscal control, manpower control and utilization, personnel administration, security administration,
space, facilities, supplies, and other administrative services.

F. DUTIES
The Board shall assist the three Surgeons General and the Assistant Secretary of Defense (Heaith Affairs) by
providing timely scientific and professional ad, ice and recommend ltions concerning operational programs,
policy developmept and research needs for the pre% ention of disease and injury, and promotion of health by the
application of new technological and epidemiological principles to the control of acute and chronic diseases, the
protection of the environment, the improvement of occupational health programs, and the design of new
systems of health maintenance. The Board shall review preventive medicine programs of the military
departments as required.

G. COST
The estimited annual operating costs are:

1. Man-years: [a.] Military: 1; lb.] Civilian: 2
2. Budget. Travel, honoraria, and staff salaries: $13 ;,50
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H. MEETINGS
The Board shall meet as frequently as is necessary to accomplish its mission with the provision that a minimum
of one formal meeting be held annually. Subcommittees shall meet as often as is necessary. It is estimated that
the Board will meet three times annually for two-day meetings, that the four continuing subcommittees will each
meet three times annually for one-day meetings, and that ad hoc subcommittees will m.et four times annually
for one-day meetings.

I. TERMINATION DATE
As a continuing advisory committee, the Board is subject to renewal two (2) years from the date thi, charter is
filed.

J. COMPOSITION AND TERMS OF MEMBERSHIP
i. The Board shall be composed of a maximum of 13 members selected on the basis of the nationally

recognized competence in fields allied to the functions of the Board. Members shall be selected and nominated
by the Surgeons General of the military departments and appointed by the Secretary of the Army. Members of
the Board normally shall be appointed as consultants to The Surgeon Geieral, Department of the Army, unless
at the time of appointment to the Board they are full-time officers or employees of the Federal government.

2. The term of office for members shall be two years, with individual terms staggered in order to assure
continuity. A member may be appointed to a full two-year term to to complete an unexpired term, and may be
reappuinted for a second term, except that no member may serve more than two full terms in succession. A
former member, having served two full terms in succession, may be reappointed to the Board after an interval
of not less than two years following termination of his last appointment. The members shall elect from among
themselves a president who shall serve in this capacity for a period of two years. The president may, by
reelection, serve a second term, but shall not exceed two successive terms.

3. The Board shall be assisted by an Executive Secretary and such other qualified military and civilian
personnel as may be required in the administration of the activities of the Board. The Executive Secretary shall
be an officer of the Army, Navy, or Air Force,selected on the basis of demonstrated professional and
administrative ability in fields allied to Board functions. The Executive Secretary shall be appointed by the
Secretary of the Army based on nominations by the Surgeons General of the military departments. Normally,
the appointment shall rotate among the three military departments in the order of Army, Navy, and Air Force.

K. SUBCOMMITTEES
Subcommittees, either continuing or ad hoc, shall be established as needed as the working groups of the Board
to assist the Board in the performance of its functions.

1. Subcommittees shall conform to the provisions of P.L. 92463, EO 12024, and implementing GSA, DoD,
and DA directives, which govern the operations of the Board, and shall receive support, function, and report
through the Board. They shall meet as often as necessary, consistent with the needs of the Armed Forces.

2. Subcommittee members shall be Board members whose major interests and expertise fall within the
scope of concern of a particular subcommittee. The president of the Board shall appoint members and designate
one of them to serveas the Directorof a continuing subcommittee or the chairperson of an ad hoc subcommittee.
When necessary, each subcommittee may request the advice of nonvoting consultants in order to enable it to
carrv on its work whilL providing the requisite balance in viewpoints through represented [sic] and breadth of
expertise.

3. -our formal, continuing subcommittees shall hereby be chartered with tle Board. These shall be as
follows:

a. The Subcommittee on Disease Control shall function as a subcommittee of the AFEB with specific
emphasis on operational programs, policy development, and research needs for disease control in the Armed
Forces. This group of infectious disease specialists shall constitute the working arm of the Board in the area of
disease control. It shall meet as necessary with the approval of the Board for the purpose of providing the latest
,cientific evaluations and recommendations concerning immuni/ations, chemoprophylaxis, and therapy, as
well as disease surveillance, prevention, and control. The duties of this subcommittee are entirely within the
duties of the parent committee (The AFEB) and all members of the subcommittee are members of this parent
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committee.
b. The Subconunitteeon Environmental Quality shall function as subcommittee of the AFEB with specific

emphasis on operational programs, policy development, and research needs, for the protection of the environ-
ment from ad verse effects of military activities, and protection of Department of Defense personnel from disease
and injury associated with their duties. This group of environmental- and occupational-health specialists shall
constitute the working arm of the Board in the area of environmental quality. It shall meet as necessary with the
approval of the Board for the purpose of providing the latest scientific evaluations and recommendations
concerning "rotection of both the environment and DoD personnel in all activities of the Armed Forces. The
duties of this subcommittee are entirely within the duties of the parent committee (The AFEB) and all members
of the subcommittee are members of this parent committee.

c. The Subconmtittee on Health Maintenance Systems shall function as a subcommittee of the AFEB with
specific emphasis on operational programs, policy development, and research needs in those areas related to
maintenance of health, and particularly for meeting operational contingencies. This group of health-mainte-
nance and chronik-c-dsease-control specialists shall constitute the working arm of the Board in the area of health-
maintenance systems. It shall meet as necessary, with the approval of the Board, for the purpose of providing
the latest scientific evaluations and recommendations concerning:

(1) the assessment of those physical, nutritional, behavioral, hereditary, and other characteristics
of individuals and populations which are associated with the development of chronic disease or disability;

(2) those programs which can be implemented to prevent those events which result in lost duty-
time for Armed Forces personnel, and

(3) those epidemiological and management techniques applicable to the design of more efficient
health service programs, particularly with regard to preparations for varied operational contingencies.
The duties of this subcommittee are entirely within the duties of the parent committee (The AFEB) and all
members of the subcommittee are members of this parent ccmmittee.

d. The Subcommittee on Acquired himmne Disease Syndrome (AIDS) and Human T-Lymphotropic Virus Type
III (HTLV-Ill) Positivity shall function, as a subcommittee of the AFEB with specific emphasis on oFerational
programs, policy development, and research needs for the control of AIDS and for the monitoring and
interpretation of HTLV-III positivity in the Armed Forces. The group of infectious disease specialists shall
constitute the working arm of the Board in this area of disease control. It shall meet as necessary with the
approval of the Board for the purpose of providing the latest scientific evaluations and recommendations
concerning immunizations and therapy, as well as surveillance, prevention, and control of this disease. The
duties of this subcommittee are entii ely within the duties of the parent committee (The AFEB) and all members
of the subcommittee are members of this parent committee.

4. When necessary, the Board shall establish formal ad hoc subcommittees to consider specific medical
problems of an urgent nature requiring immediate attention and action. Each ad hoc subcommittee shall
terminate within 12 months after establishment, or whenever its mission is completed, whichever occurs first.

L. DATE CHARTER FILED
28 February 1986
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THE 1988 CHARTER

Armed Forces Epidemiological Board

A. OFFICIAL DESIGNATION
The Armed Forces Epidemiological Board; hereinafter referred to as "the Board."

B. OBJECTIVES AND SCOPE
The Board serves as a continuing scientific advisory body to the Surgeons General of the military departments
and the Assistant Secretary of Defense (Health Affairs), providing them with timely scientific and professional
advice and guidance in matters pertaining to operational programs, policy development, and research needs for
the prevention of disease and injury and the promotion of health.

C. DURATION
The Board shall be established as a continuing advisory committee subject to renewal every two years in
accordance with public law.

D. RESPONSIBLE AGENCY
The Surgeon General, Department of the Army, will exercise management control of the Board subject to the
authority, direction, and control of the Secretary of Defense, with the Secretary of the Army serving as Executive
Agent. Subject to the provisions of P.L. 92-463, EO 11769, and Gsa, DoD, and DA directives governing Federal
Advisory Committees, the Board shall function as a joint agency of the three military departments. the Surgeon
General of the Army or his representative shall be the designated federal officer or employee required by the
Federal Advisory Committee Act to approve all meetings and agendas in advance and attend all meetings. He
shall be authorized to adjourn any meeting when he determinez adjournment to be in the public interest. The
Executive Secretary or other official may be designated as the representative of the Surgeon General. Reports,
findings, and recommendations by the Board shall be made to the three Surgeons General, the Assistant
Secretary of Defense (Health Affairs), and other DoD agencies requesting the Board's assistance.

E. _,.PPORT AGENCY
The Surgeon General, Department of the Army, as management agent, shall be responsible for providing
administrative support for the operation of the Board. Administrative support is defined as budgeting, funding,
fiscal control, manpower control and utilization, personnel administration, security administration, space,
facilities, supplies, and other administrative services.

F. DUTIES
The Board shall assist the three Surgeons General and the Assistant Secretary of Defense (Health Affairs) by
providing timely scientific and professional advice and recommendations concerning operational programs,
policy development, and research needs for the prevention of disease and injury, and the promotion of health
by the application of new technological and epidemiological principles to the control of acute and chronic
diseases, the protection of the environment, the improvement of occupational health programs, and the design
of new systems of health maintenance. The Board shall review preventive medicine programs of the military
departments as required.

G. COST
The estimated annual operating costs are:

1. Man-years: la.I Military: 1; [b.1 Civilian: 2
2. Budget (travel, logistical costs, and staff salaries): $134,850
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H. MEETINGS
The Board shall meet as frequently as necessary to accomplish its mi sion, with the provision that a minimum
of one formal meeting be held annually. Subcommittees shall meet as often as is necessary. It is estimated that
the Board will meet three times annually for two-day meetings, that the three continuing subcommittees will
each meet three times annually for one-day meetings, and that ad hoc subcommittees will meet four times
annually for one-day meetings.

I. TERMINATION DATE
As a continuing advisory committee, the Board is subject to renewal two (2) years from the date this charter is
filed.

J. COMPOSITION AND TERMS OF MEMBERSHIP
1. The Board shall be composed of approximately 15 members selected on the basis of their nationally

recognized competence in fields allied to the functions of the Board. Members shall be selected and nominated
by the Surgeons General of the military departments z.nd appointed by the Secretary of the Army. Members of
the Board normally shall be appointed as consultants to The Surgeon General, Department of the Army, unless
at the time of appointment to the Board they are full-time officers or employees of the Federal Government.

2. The term of office for members hall be two years, with individual terms staggered in order to assure
continuity. A member may be appointed to a full two-year term or to complete an unexpired term, and may be
reappointed for a second term, except that no member may serve more than two full terms in succession. A
former member, having served two full terms in succession, may be reappointed to the Board after an interval
of not less than two years following termination of his last appointment. The members shall elect from among
themselves a president who shall serve in this capacity for a period of two years. The president may, by
reelection, serve a second term, but shall not exceed two successive terms.

3. The Board shall be assisted by an Executive Secretary and such other qualified military and civilian
personnel as may be required in the administration of the activities of the Board. The Executive Secretary shall
be an officer of the Army, Navy, or Air Force, selected on the basis of demonstrated professional and
administrative ability in fields allied to Board functions. The Executive Secretary shall be appointed by the
Secretary of the Army, based on nominations by the Surgeons General of the military departments. Normally,
the appointment shall rotate among the three military departments in the order of Army, Navy, and Air Force.

K. SUBCOMMI'ITEES
Subcommittees, either continuing or ad hoc, shall be established as needed as the working groups of the Board
to assist the Board in the performance of its functions.

1. Subcommittees shall conform to the provision of P.L. 92-463, EO 12013, and implementing GSA, Do),
and DA directives, which govern the operations of the Board, and shall receive support, function, and report
through the Board. They shall meet as often as necessary, consistent with the needs of the Armed Forces.

2. Subcommittee members shall be Board members whose major interests and expertise fall within the
scope of concern of a particular subcommittee. The president of the Board shall appoint members and designate
one of them to serve as the Director of a continuing subcommittee or the chairperson of an ad hoc subcommittee.
When necessary, each subcommittee may request the advice of nonvoting consultants in order to enable it to
carry on its work while providing the requisite balance in viewpoints through represented [sicl and breadth of
expertise.

3. Three formal continuing subcommittees shall hereby be chartered with the Board. These shall be as
follows:

a. The Subcommittee o'i Disease Control shall function as a subcommittee of the AFEB with specific
emphasi; on operational prugrams, policy development, and research needs for disease control in the Armed
Forces. This group of infectious-disease spcialists shall constitute the working arm of the Board in the area of
disease control. It shall meet as necessary, with the approval of the Board, for the purpose of providing the latest
scientific evaluations and recommendations concerning immunizations, chemoprophylaxis and therapy, as
well as disease surveillance, prevention, and control. The duties of this subcommittee are entirely within the
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duties of the parent committee (the AFEB), and all members of the subcommittee are members of this parent
committee.

b. The Subcommittee on Environniental Quality shall function a a subcommittee of the AFEB with specific
emphasis on operational programs, policy development, and research needs for the protection of the environ-
ment from adverse effects of military activities, and the protection of Department of Defense personnel from
disease and injury associated with their duties. This group of environmental-and occupational-health special-
ists shall constitute the working arm of the Board in the area of environmental quality. It shall meet as necessary,
with the approval of the Board, for the purpose of providing the latest scientific evaluations and recommenda-
tions concerning protection of both the environment and DoD personnel in all activities of the Armed Forces.
The duties of this subcommittee are entirely within the duties of the parent committee (the AFEB) and all
members of the subcommittee are members of this parent committee.

c. The Subcommittee on Health Maintenane Systenms shall function as a subcommittee of the AFEB with
specific emphasis on operational programs, policy development, and research needs in those areas related to
maintenance of health, and particularly for meeting operational contingencies. This group of health-mainte-
nance and chronic-disease-control specialists shall constitute the working arm of the Board in the area of health
maintenance systems. It shall meet as necessary, with the approval of the Board, for the purpose of providing
the latest scientific evaluations and recommendations concerning:

(1) the assessment of those physical, nutritional, behavior, hereditary, and other characteristics of
individuals and populations which are associated with the development of chronic disease or disability;

(2) those programs which can be implemented to prevent those events which result in lost duty-
time for Armed Forces personnel; and

(3) tho;e epidemiological and management techniques applicable to .he design of the more
efficient health service programs, particularly with regard to preparations for v aried operational contingencies.
The duties of this subcommittee are entirely within the duties of the parent committee (the AFEB) and all
members of the subcommittee are members of this parent committee.

4. When necessary, the Board shall establish formal ad hoc subcommittees to consider specific medical
problems of an urgent nature requiring immediate attention and action. Each ad hoc subcommittee shall
terminate within 12 months after establishment, or whenever its mission is completed, whichever occurs first.

L DATE CHARTER FILED
29 February 1988
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